NEXT ANNUAL SESSIONS 


California Medical Association, Los Angeles, May 7-8-9-10, 1946. 
A.M.A. House of Delegates, Chicago, Dec. 3-6, 1945. 


pec } 2 1945 


ences 
= ye 


erat LJ ee anf 


CALIFORNIA 
WESTERN MEDICINE 


Official Journal of the California Medical Association 
FOUR FIFTY SUTTER, ROOM 2004, SAN FRANCISCO 


VOLUME 63 
NUMBER 5 


NOVEMBER, 1945 


50 CENTS A COPY 
$5.00 A YEAR 


CONTENTS AND SUBJECT INDEX 


EDITORIALS: 


On Re-Location of Physicians in Cali- 
fornia—Important Policy Outlined 
by California Postwar Planning 
Committee, the C.M.A. Procure- 
ment and Assignment Committee 
for Physicians, and by the Council 
of the California Medical Associa- 


California Medical Association Will 
Hold its 75th Annual Session in Los 
Angeles—A.M.A. in San Francisco 


University of California Will Establish 
a Medical School in Los Angeles. . .208 


EDITORIAL COMMENT: 


Potentiated Malaria and Influenza 
Vaccines. W. H. Manwaring, Stan- 
ford University 


Vectors of Tsutsugamushi Disease 
(Scrub Typhus). W. H. Manwar- 
ing, Stanford University 


SCIENTIFIC AND GENERAL: 


Public Health and Preventive As- 
pects of Streptococcal Infections. 
Lowell A. Rantz, San Francisco...211 


Carcinoma of the Rectum. William H. 
Daniel, Los Angeles. ....5 6 oc ceccee 213 


Survey of Over 13,000 Fractures. C. C. 
Cutting, L. Fisher, and N. Neadoff, 
Oakland 216 


Cardiac Pathology as Related to 
Anesthesia. Major Gordon C. Langs- 
dorf, (MC), U.S.A., Auburn 


Filariasis. Comdr. Richard B. Schutz, 
(MC), U.S.N.R., Oceanside 221 


Atelectasis of the Newborn. Harold 
Owens, Los Angeles 


3 
GREG Gn Em 


Owned and Published Monthly by the California Medical Association. 


CLINICAL NOTES AND CASE REPORTS: 


Staphylococcus Aureus Endocarditis. 
Robert E. Hoyt, and Franklin El- 
more Bissell, Los Angeles......... 226 


Blood Transfusions at the San Fran- 
cisco Hospital. J. C. Geiger, San 
Francisco 2. 


STATE ASSOCIATION ACTIVITIES: 


California Medical Association apeeeeey 
Oficial Notices ~..2.0....---22..... ..228 


Letter on Location of Physiclene. ‘Deeih. ‘Cali- 
fornia P. and A. Chairman Fletcher... a 


Letter Regarding County Society Siewedare 
with Physicians Desiring to Change Loca- 
i scene 


Minutes: ‘‘Trustees of the California Medical 
Association” (18th Meeting, Held August 
RG, ROTO) | daceritlicccnecninisssvetnonticbutenbcbedgnaintioctinattiatees 231 


County Societies: Membership; In Memoriam....231 
Woman’s Auxiliary to the C.M.A._.................... 233 
Committee on Organization and Membership....233 


Committee on Medical Education and Medical 
Institutions —.......... he 234 


Committee on Health er “Public “Fnstraction.. Kiss _235 
Committee on Industrial Practice -............ nae 
Committee on Postgraduate Activities .............. 235 
Committee on Public Policy and Legislation......236 


Committee on C.M.A. er? in the War 
Bee 5-5 


Committee on History cbiniasenesidiieiabignsaanaiidl 
California Physicians’ Service -....................-.--.-..-- 
Committee on Medical Economics .......................- 


Committee on noe eee: = 
Genet 0s 


MISCELLANY: 


Press Clippings (Medical) .... 
Medical Jurisprudence ........... 
Twenty-Five Years Ago 


Board of Medical Examiners of the State of 
California 


California Medical Directories........Adv. pages 2, 4 
Books Received ...................--.-------0--------Adv. page 7 


ADVERTISEMENTS: 


‘Copyright, 1945, by the California Medical Association. 


“Entered as second-class matter at the post office at San Francisco under the Act of March 3, 1879.” Acceptance for mailing at 
special rate of postage provided for in Section 1103, Act of October 3, 1917, authorized August 10, 1918. 





subcutaneously or intramuscularly, ADRENALIN 
provides rapid symptomatic relief in asthmatic 
paroxysms; is useful in the prevention and treat- 
ment of other allergic reactions; localizes and 
prolongs the action of local anesthetics. Intra- 
venously, it is used in shock and anesthesia 
accidents. 


BY APPLICATION 


for its vasoconstrictor action in hemorrhage, 
ADRENALIN permits better visualization of the 
field, and aids in the diagnosis and treatment 
of certain conditions encountered in ear, nose 
and throat practice. 


BY INSTILLATION 


into the nasal passage, ADRENALIN produces 
prompt decongestion; in the eye ADRENALIN 
decreases vascular congestion, and aids in the 
location of foreign bodies. 


BY INHALATION. 


orally, ADRENALIN relieves severe attacks of 
bronchial asthma by relaxing the bronchial 
muscles. 
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ON RE-LOCATION OF PHYSICIANS IN CALI- 
FORNIA—IMPORTANT POLICY OUTLINED 
BY CALIFORNIA POSTWAR PLANNING 
COMMITTEE, THE C.M.A. PROCUREMENT 
AND ASSIGNMENT COMMITTEE FOR PHY- 
SICIANS, AND BY THE COUNCIL OF THE 
CALIFORNIA MEDICAL ASSOCIATION 


Location Problems Arising as Military Col- 
leagues Are Mustered Out.—As rapid demobi- 
lization of the Armed Forces continues, an in- 
creasing number of physicians on being mustered 
out, are returning to civilian practice. It is natural 
that the majority of these military colleagues 
should be putting to themselves such questions as: 

“Now that I have been mustered out, where do 
[ go from here?’ 

“In what place (state, city, town) can I locate 
myself, to best conserve and promote my profes- 
sional and also my family and personal interests ?” 

“Shall I return to the place where I was for- 
merly in practice, or shall I consider a different 
community, in either my former or in some other 
State?” 

Questions such as these are not easily answered. 
They were serious problems at the end of World 
War I; and at the present time, with V-F and 
V-J days behind us, the more than 50,000 physi- 
cians who have been in service in the Armed 
Forces in World War II must come to decisions 
in these matters. 


a ae 


Organized Medicine is Also Confronted with 
Re-location Problems.—Above, mention has 
been made of some of the decisions each return- 
ing military colleague must make from the stand- 
point of his individual relationships. However, 
the present postwar situation includes elements 
that extend beyond the personal. 

Thus, Organized Medicine, acting through the 
constituent state units and county medical socie- 
ties must also put to their members, questions, 
such as: 

“Since, throughout the present World War, our 
Associations have assured military colleagues that 
their interests would be conserved and _ safe- 
guarded by their civilian fellows, to what extent 
will our State and County Medical Societies now 
make good on these promises?” 

Also, 

“In what manner, can the State and County 
Societies, through the collective endeavor of their 
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members, render the best aid to these brother 
physicians who are now returning to civilian prac- 
tice; in the efforts of the latter again to build up 
practices, of nature and amount sufficient to meet 
immediate family and other needs, as well as lay 
foundations for future progress?” 

*x* *% * 


Principles and Policies as Approved by 
C.M.A. Postwar Planning Committee and 
Council.—It is of these and associated prob- 
lems now confronting Organized Medicine that 
comment is here made. 

The task is made much easier for the OFFICIAL 
JouRNAL, since what may be called the California 
policy in these matters was outlined at a meeting 
of the C.M.A. Council held on October 21, 1945, 
in Los Angeles. 

At that meeting the Council heard and consid- 
ered a report given by its C.M.A. Postwar Plan- 
ning Committee and the California Procurement 
and Assignment Committee for Physicians, sub- 
mitted by P. A. Chairman Harold A. Fletcher. 


The report was approved and should be care- 
fully read by every C.M.A. member, since the 
principles and policies outlined therein are a joint 
responsibility, in which: 

(a) Physicians in civilian practice, 

(b) Other physicians recently demobilized, and 

(c) Others wha still remain in military service, 

must join in mutual respect and effort to pro- 
mote the proper interests of all concerned. 

The report referred to appears in this issue of 
CALIFORNIA AND WESTERN MEDICINE, on page 
228. 


* * X 


Basis of Action Taken by the Council.— 
Brief reference to conditions related to these 
matters and now confronting the California Medi- 
cal Association and its County Societies may here 
be made. It is to be hoped that the justice of the 
decisions that have been reached will appeal to all 
physicians returning from military service, and 
who may be contemplating the establishment of 
themselves in civilian practice in one of the cities 
or communities of California. 

One approach to a discussion of the California 
problems is to remember that returning military 
colleagues who left civilian practice to enter the 
Medical Corps of Army or Navy may be said to 
consist of two major groups: 

(1) California physician licentiates who were 
established in civilian practice in communities in 
this State at the time they entered military serv- 
ice; and 

(2) Physicians who left civilian practices in 
other States to enter military service, but who 
would now prefer, in reéstablishing themselves, to 
take up medical practice in some place in Cali- 
fornia. 

* * * 


Nature of C.M.A. Request to its Own Re- 
turning California Military Colleagues.—The 
constituted authorities of the California Medical 
Association and the California P. and A. Commit- 
tee for Physicians are asking all former Califor- 
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nia licentiates, (that is, for the time being and 
until demobilization is practically complete), to 
resume civilian practice in the same communities 
where they were established at the time they’ 
entered the Army or Navy. For, in their former 
communities, their fellow physicians and former 
patients and friends can the more easily codper- 
ate in reéstablishment of practice, without hard- 
ship or infringement on the rights of other mili- 
tary colleagues from the same communities, who 
may still be in service. 

California physicians returning now from mili- 
tary duty, who would prefer some city or com- 
munity other than that in which they formerly 
practiced, should understand that they could 
render a real disservice to some brother physician 
still in service, who was looking forward to the 
time when he could return to his pre-war loca- 
tion, then only ‘to learn that his place had been 
preémpted in part by a brother physician of his 
own State. 

The justice of this request that each Doctor of 
Medicine (at least tentatively and temporarily) go 
back to his former seat of practice in California, 
should be apparent. 

*x* * * 


Applicability of Principles Involved to Out- 
of-State Colleagues.—Having indicated a rule 
of conduct that it is hoped California physicians 
will follow, in relation to the ethical rights and 
obligations to fellow California physicians still in 
military service, it is now in order to make com- 
ment concerning returning military physicians 
formerly in practice in other States, who would 
much prefer, when they again take up civilian 
practice, to establish themselves in a California 
city or community. 

What has been said concerning the duty of a 
California physician. coming out of Army or 
Navy may be said to apply with even more force 
to colleagues who were formerly in practice in 
other States, and who now. aspire to California 
licensure and establishment of a medical practice 
in this State. 

Of such, the number is not now in tens, nor 
even in hundreds. In fact, the figure of ten thou- 
sand physicians who are in military service and 
who hope to settle in California, has been given! 

Certainly, half of that number, self-understand- 
ingly, would have a demoralizing effect upon 
medical practice in California! 

But even if there were physicians in only tens 
or hundreds, the principles and policies outlined 
in the Postwar Planning Committee’s statement 


‘and what has been above outlined, would still 


apply. 
*x* * x 

Location Problems Arise in All States—Fair 
Play to Colleagues Who Remain in Service 
Must be Maintained.—These Other-State phy- 
sicians,—-who, like California physicians who have 
been in military service have rendered noble aid 
to our soldiers and sailors,—could be confronted 
in the States in which they formerly practiced 
with situations exactly such as have arisen in 
many places in California. 
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Each of such Out-of-State physicians could 
properly ask himself this question: 

“What would be my reaction if, on getting out 
of service, I went back to my former city or com- 
munity of practice, to find that I would be in com- 
petition, not only with my former colleagues, but 
with a half-dozen or more new men from other 
in- or extra-state locations; who, while I have 
been in service, have been establishing themselves 
where I thought I might again take up my life 
work, without the travail such as I experienced 
during the years when I first went into civilian 
practice?” 


7 7 7 


Another group of military colleagues deserving 
of special consideration are those young physi- 
cians who were inducted into Army and Navy 
before they -had ever established themselves in 
civilian practice. The procedure in regard to this 
group is indicated under Item 4 of the report, to 
which reference has been made. See in this issue, 
on page 229. 

i im 


Moral and Other Suasion.—From what has 


been said, and what is so well outlined in Chair- . 


man Fletcher’s report, it should not be difficult to 
agree that we deal here with what may be termed 
ethical principles and fair dealing, associated with 
special obligations to colleagues, who, having 
given their all through military service, should 
now have certain preferences or rights when they 
seek, as may be stated, to “get back their jobs in 
their former locations.” 


The C.M.A. Postwar Planning Committee re- 
port indicates along what lines the objectives men- 
tioned above are to be implemented. That is the 
reason the report should be read by every C.M.A. 


member. 
* ee 


Procurement and Assignment Committees 
are Still Functioning—The California and 
County Committees on Procurement and Assign- 
ment for Physicians are still functioning, and in 
these new problems in civilian practice, (just as 
in the last five years in military service) these 
Committees will decide whether a physician is 
“essential or non-essential” for a particular com- 
munity. 

If a physician is deemed non-essential for 
civilian practice in a certain community, a com- 
mittee of the county medical society should meet 
with him, and courteously and diplomatically ex- 
plain the local situation. Every county medical 
society in California should appoint such a com- 
mittee.* 


To put it in other words, if a physician who has 
been declared “non-essential” to a community,— 
(be he a former Californian or from some other 
State)—but who, nevertheless, insists on estab- 


*On methods of procedure that County Medical So- 
ciety P. and A. Committees could use to advantage, see 
in this issue the letter of the Chairman of the Santa 
Clara County Medical Society P. and A. Committee, on 
page 229. 
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lishing himself, he would probably in due time 
learn, in taking such a course, he had surrounded 
himself with isolation barriers that would not have 
become operative had he returned to his pre-war 
location; and of a nature that might seriously 
handicap him in his professional and other ad- 
vancement. 
* * * 


Publicity Concerning These C.M.A. Policies 
is Desirable-—Copies of the C.M.A. Postwar 
Planning Committee report have been forwarded 
to the Secretary of the American Medical Asso- 
ciation, with the suggestion that proper publicity 
be given thereto in the Journal of the American 
Medical Association, so that physicians elsewhere 
may be in better position to orient themselves con- 
cerning the medical practice situation in Cali- 
fornia. 

If physicians, both in military service and 
civilian practice, adequately understand the prob- 
lems, codperation may be expected, and the rights 
of all will be promoted to best advantage. 


CALIFORNIA MEDICAL ASSOCIATION WILL 
HOLD ITS 75TH ANNUAL SESSION IN LOS 
ANGELES—A.M.A. IN SAN FRANCISCO 
IN 1946 


The Next C.M.A. Annual Session Will be 
Held on May 7-8-9-10, 1946.—At the 329th 
meeting of the C.M.A. Council, held in Los An- 
geles on October 21st, it was voted to make next 
year’s annual session, a regular four-day meeting. 

Hotel Biltmore in Los Angeles will again be 
the headquarters (Hotel Del Monte at Monterey 
is still in possession of the Navy). 

Meetings will begin on Tuesday, May 7, 1946 
and continue through Friday noon, May 10. 

Owing to crowded hotel accommodations, and 
because of existing conditions in civilian and 
military practice, no scientific exhibits will be 
shown. 

However, commercial and, technical exhibits 
will be displayed. 

Members of the California Medical Association, 
are requested to make notes of the days on their 
appointment books, and to arrange professional 
schedules and appointments, to permit attendance 
at some, if not all meetings. 

Section officers, who will be happy to receive 
suggestions from civilian and military colleagues 
in California concerning topics for individual 
papers, symposia and panel conferences, may be 
addressed direct, or through the Association Sec- 
retary, who through by-law provision, is chair- 
man of the Committee on Scientific Work that 
has charge of the coédrdination of programs of 
general and section meetings. 


x * x* 


A.M.A. House of Delegates will meet in Chi- 
cago in December, 1945. Next Regular Session 
in San Francisco in 1946. Date to be Selected 
Later.—The American Medical Association 
will hold no scientific assemblies or meetings in 
the present year, 1945. 
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However, the A.M.A. House of Delegates will 
convene in Chicago on Monday, December 3, and 
ner meetings through Thursday, December 6, 
1945. 

Unless present plans go awry, the next gen- 
eral meeting of the American Medical Associa- 
tion will be held in 1946 in San Francisco, the 
tentative time being set for days in either July or 
August, 1946. By then, the major transportation 
difficulties, so much in evidence at the present 
time, should have abated. 

It is possible that definite dates for the 1946 
A.M.A. meeting in San Francisco may be set by 
the A.M.A. House of Delegates when it convenes 
in Chicago in December next. 

Members of the California Medical Association 
are urged to keep these coming meetings in mind, 
and if possible to be present in person. 


UNIVERSITY OF CALIFORNIA WILL ESTAB- 
LISH A MEDICAL SCHOOL IN 
LOS ANGELES 


University of California at Los Angeles 
(U.C.L.A.) to be Given a Medical Department. 
—With little forewarning or preliminary gen- 
eral discussion, came the announcement in Cali- 
fornia newspapers on October 20, that the Regents 
of the University of California, at a meeting held 
on the previous day at the campus of University 
of California in Los Angeles, had adopted the 
following resolution: 


MEDICAL SCHOOL—UNIVERSITY OF CALIFORNIA, 
LOS ANGELES: 

The Committee on Southern California Schools, Colleges, 
and Institutions recommended the adoption of the follow- 
ing resolution: 


“Wuereas, There now exists throughout Southern 
California an urgent need for a medical school as a part 
of the educational system of the University of Califor- 
nia; now, therefore, be it 

“Resolved, That the Board of Regents forthwith estab- 
lish a school of medicine in Los Angeles, and the Presi- 
dent of the University is authorized and directed to take 
such action as may be necessary or proper to that end, 
including a request to the Governor that adequate budget 
provisions for that purpose be submitted to the legisla- 
ture at its next meeting, whether special or regular, and 


that the legislature be urged to appropriate the necessary 
funds.” 


On motion the Board adopted the recommen- 
dation of the Committee on Southern California 
Schools, Colleges, and Institutions as set forth 
above. 

A newspaper item referring to the above ap- 
pears in this issue of CALIFORNIA AND WEsT- 
ERN MEDICINE, on page 234. 

oo 8 


Initial Committee to Outline Plans for the 
School Has Been Appointed.—To put in effect 
the resolution of the Regents, University of Cali- 
fornia President Robert G. Sproul has appointed 
a committee consisting of faculty members from 
the Berkeley, San Francisco and Los Angeles 
campuses. Early in November this Committee 
will meet and discuss some of the essential 
groundwork of the proposed medical school in 


Vol. 63, No. 5 


Los Angeles, that would be operated as one of 
the Southern California departments, and of 
which division, Dr. Clarence A. Dykstra, (former 
president of the University of Wisconsin), is 
now the head, in his position as Vice-President 
and Provost of the University. 

* * * 


Legislative Appropriation Will be Needed.— 
Just when the new school will be started is not 
known at this time, since a special legislative 
appropriation will be needed to inaugurate the 
work, 

It may be assumed,—as has been the case with 
other medical schools that have come into exist- 
ence in recent years—that the new School of 
Medicine, U. of C., will begin its work with a 
single freshman class, say of 60 students; in each 
succeeding year a new freshman class being en- 
rolled, so that at the end of four years, a full 
four year course would be in operation. 

*x* * * 


4 


Los Angeles Has Ample Clinical Facilities 
for Three Medical Schools.—-Los Angeles, with 
its population of almost two million persons, at 
the present time is the seat of two undergraduate 
medical schools: University of Southern Califor- 
nia School of Medicine, and the College of Medi- 
cal Evangelists. The clinical facilities available in 
Los Angeles are ample to supply the needs of 
three Class A medical schools. 

The addition of the proposed Los Angeles 
Medical School of the University of California 
would give an impetus and make for increased 
interest in medical study and research, and be a 
distinct and helpful aid in the promotion of health, 
and the prevention and cure of disease in our 
State. 

It is to be hoped that the initial plans for the 
new school will go on to happy fruition. 


MEDICAL, EPONYM 
Wernicke’s Disease 


The original account of this condition, by Carl W. 
Wernicke (1848-1905), at that time Privat-dosent at the 
University of Berlin, appears in his Lehrbuch der Gehirn- 
krankheiten fiir Aerste un Studirende (Kassel and Ber- 
lin, 1881: Vol. II, pages 229 to 242), under the title 
“Die acute, hamorrhagische Poliencephalitis superior 
[Acute Hemorrhagic Superior Polioencephalitis].” A 
portion of the translation follows: 

“We are here dealing with an independent inflammatory, 
acute disease of the nuclei of the nerves suplying the eye 
muscles, which results in death within a period of ten to 
fourteen days. ‘The localizing symptoms consist in asso- 
ciated ocular muscle palsies, which appear suddenly, pro- 
gress and lead finally to almost complete paralysis of the 
eye muscles. Certain muscles, however, such as the 
sphincter iridis, or the levator palpebrarum, are spared. 
The patients’ gait become uncertain, showing a combina- 
tion of stiffness with ataxia, usually suggesting the ataxia 
of the alcoholic. The general symptoms are striking, and 
consist in disturbances of consciousness, either som- 
nolence from the outset, or an end stage of somnolence 
introduced by a more prolonged period of agitation. 
Further, in all 3 cases there was involvement of the optic 
nerve, consisting of inflammatory changes in the papilla.” 
—R. W. B. in The New England Journal of Medicine. 





November, 1945 


EDITORIAL COMMENT? 


POTENTIATED MALARIA AND INFLUENZA 
VACCINES 


Theoretical interest in substances that increase 
and prolong specific antibody production can be 
dated from Burky’s! study of the antigenicity of 
homologous lens proteins. Previous work had 
shown that it is almost impossible to sensitize or 
immunize laboratory animals by injections or lens 
proteins from the same animal species. Burky, 
however, found that rabbits are readily sensitized 
or immunized by the injection of homologous lens 
substance mixed with, or SiemnlienneoNey with, 
staphylococcus filtrate. 


Since then numerous other immunologic “‘adju- 
vants” or “maximizers’” have been studied, such 
as lanolin, calcium chloride and tapioca. Particu- 
lar interest has centered on emulsions of lanolin- 
like substances in mineral oil, with or without the 
addition of killed acid-fast bacteria. Freund? and 
his associates of the Bureau of Laboratories, New 
York City, found that this mixture enhances and 
prolongs specific antibody production against 
horse serum, diphtheria toxoid, B. typhosum, and 
many other antigens. The lanolin-like substance 
used by him was usually “Falba,” a commercial 
adsorption base, said to be a mixture of oxycho- 
lesterins and cholesterins derived from lanolin. 


Early investigators* had found that it is almost 


impossible to immunize laboratory animals against 
malaria infections by inoculations with killed 


malaria parasites. In his latest work, Freund‘ 
attempted to potentiate this ineffective vaccine by 
means of his Falba-mineral oil mixture. Highly 
parasitized duck red blood cells, containing ap- 
proximately 100 malaria parasites (P. lophurae) 
per 100 r.b.c., were suspended in saline solution 
containing 0.1 per cent formaldehyde. The sus- 
pensions were kept at 4° C. overnight and then 
washed three times with formaldehyde-free saline 
solution. One part of the washed cells was then 
emulsified with one part Falba plus one and one- 
half parts mineral oil containing killed and dried 
tubercle bacilli. 


The emulsified vaccine was injected subcutane- 
ously or intramuscularly at four week intervals in 
divided doses into two months old white Pekin 
ducks. About one month after the last injection, 
the vaccinated ducks and an equal number of non- 
vaccinated controls were. each injected intraven- 
ously with approximately one billion living malaria 
parasites (P. lophurae). Each of the immunized 
ducks had approximately one circulating malaria 
parasite per 100 r.b.c., for six to seven days after 
the injection, after which the blood became and 
remained sterile. In contrast, the blood counts in 
the non-vaccinated controls increased rapidly after 


7 This department of CALIFORNIA -AND WESTERN MEDI- 
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on topics from recent medical books or journals. An invi- 
tation is extended to all members of the California Medi- 
cal Association to submit brief editorial discussions suit- 
able for publication in this department. No presentation 
should be over five hundred words in length. 
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the third day, reaching between 100 to 150 para- 
sites per 100 r.b.c., before the death of the ani- 
mals. Death usually occurred between the 10th 
and 12th day. 

Practically the same degree of immunity was 
shown by monkeys vaccinated with killed highly 
virulent P. knowlesi emulsified in the same Falba- 
mineral oil mixture. Here a slight proliferation of 
the intravenously injected test dose occurred in 
about half of the vaccinated monkeys. All but one 
of them, however, became free from circulating 
parasites by the 18th to 21st day. Marked pro- 
liferation took place in the non-vaccinated con- 
trols. The count often reached 50 or more para- 
sites per 100 r.b.c. before the death of the animal. 
Death usually occurred between the 9th and 14th 
day. 

Palpable masses were found in the subcutaneous 
tissues at the site of injection in all vaccinated 
monkeys. These masses did not ulcerate through 
the skin in monkeys, which showed no reaction 
to tuberculin. Abscess formation and ulceration, 
however, did take place in all tuberculin positive 
monkeys. Freund believes that such ulceration 
could be prevented by omitting or substituting 
timothy-grass bacilli for the tubercle bacilli in his 
Falba-mineral oil mixture. 


In 1944, Friedewald,®> of the International 
Health Division, Rockefeller Foundation, tested 
the potentiating effects of the same adjuvants on 
influenza vaccine. He found that control subcu- 
taneous injections of allantoic fluid virus concen- 
trate induced serum antibodies in experimental 
animals. The maximum titer was reached within 
two weeks, after which the titer gradually fell, 
reaching practically zero by the end of twelve 
weeks. The addition of killed acid-fast bacteria 
(Myco. tuberculosis or butyricum), mineral oil 
and Falba, to form a stable water-in-oil emulsion 
of the influenza virus, increased antibody produc- 
tion at least eight-fold. At least four times the 
maximum control titer persisted for at least six 
months. Myco. butyricum was found to be more 
effective than the tubercle bacillus in this mixture. 
Mineral oil without Falba was only half as 
effective. 

Clinical tests of similarly potentiated influenza 
vaccines are currently reported by the Henles® 
of the Department of Pediatrics, University of 
Pennsylvania. Centrifuged concentrates of types 
A and B influenza vaccines were divided into two 
parts. One-half of each vaccine was emulsified in 
one part Falba plus four parts mineral oil, but 
without acid-fast bacteria. The other half of each 
vaccine was diluted with four parts of buffered 
salt solution, to serve as a control. Eighty female 
patients were injected subcutaneously with 0.3 ce. 
of the emulsified vaccine, and 80 additional pa- 
tients with the non-emulsified saline control. 

Following administration of the saline control, 
the antibody titer reached a maximum of about 
250 Hirst’ units by the end of two weeks, and 
then fell to but slightly above the minimum 
prophylactic titer (128 Hirst units) by the end 
of three months. With the Falba-mineral oil emul- 
sion, the titer continued to rise for about three 





210 


months, at which time it reached 750 Hirst units. 
The titer then fell gradually to about 600 units: by 
the end of six months. At this time it was about 
4.5 times the saline control titer. Prolonging the 
curve, one might predict that the emulsified vac- 
cine would, presumably, be prophylactically 
effective for at least two years. 

Nodules of varying dimensions could be pal- 
pated in the subcutaneous tissues of most patients 
given the Falba-mineral oil emulsion. Most of the 
nodules disappeared spontaneously before the end 
of the experiment. In only two of the 80 patients 
was there abscess formation, only one of which 
required surgical treatment. 


No fully satisfactory theory has thus far been 
proposed to account for the immuno-potentiating 
effect of the Falba-mineral oil mixture. It is evi- 
dent, however, that this mixture is of sufficient 
clinical promise. to warrant its research applica- 
tion to numerous other relatively ineffective pro- 
phylacte or therapeutic antigens. 


W. H. Manwarinc, 
Stanford University. 
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VECTORS OF TSUTSUGAMUSHI DISEASE 
(SCRUB TYPHUS) 


Early in the war with Japan, a commission was 
formed under the chairmanship of Blake! of Yale 
University to investigate tsutsugamushi disease 
(scrub typhus or “dangerous-bug” fever) in the 
New Guinea area. Earlier investigators? had 
shown that Rickettsia orientalis is the causative 
agent of this disease. Rats were suspected as 
being the main environmental host with various 
species of mites as the presumptive intermediary 
vectors. This epidemiologic theory, however, was 
based solely on circumstantial evidence. Up to the 
time of appointment of the commission, investi- 
gators had failed to bring experimental proof of 
the presence of Rickettsia orientalis in mites re- 
covered from endemic areas. 


Now some of the missing evidence has been 
supplied. Larval forms of mites were collected in 
the Buna area from the skin and boots of men 
who had been exposed in the field, and from 55 
rats and 28 bandicoots captured in the vicinity. 
About 90 per cent of the mites thus collected 
belonged to a single species, Trombicula fletcheri. 
Eight pools of from 150 to 200 T. fletcheri (7 
from bandicoots and 1 from a rat) were emul- 
sified and injected intraperitoneally into groups 
of four mice. Each group received the emulsion 
from a single animal. The results with six groups 
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were negative. Two groups, however, showed 
positive R. orientalis infection. Both were from 
bandicoots. 

The rickettsial strains originating from these 
two pools were continued by serial passage in 
mice and compared with strains recovered by 
inoculating mice with blood of local patients suf- 
fering from tsutsugamushi disease. Immunity 
tests between the two mite strains and strains of 
human origin carried out in rabbits, hamsters and 
Swiss mice indicated complete cross protection. 
The human and mite strains were otherwise iden- 
tical and exhibited all of the characteristics of R. 
orientalis. 

Brain tissues from both bandicoots were in- 
jected into mice with negative results. Up to this 
time, therefore, there is no convincing evidence 
that the bandicoot is a reservoir host. Since R. 
orientalis may be passed in mites from one gen- 
eration to the next, the infection in the mites re- 
covered from bandicoots might have originated in 
a previous larval generation feeding on rats or on 
some other animal species. 

While Trombicula fletcheri is presumably the 
dominant vector of scrub typhus in the New 
Guinea area, other mite species may play a domi- 
nant réle in other parts of the Pacific. 

P. O. Box 51. 

W. H. Manwarina, 
Stanford University. 
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Huge Atom Research Purchasing Revealed 


Recent award of the Army-Navy “E” to the Univer- 

sity of California Los Alamos Scientific Laboratory in 
New Mexico also covered the operation of a huge pur- 
chasing office in Los Angeles, which is now revealed to 
have spent millions of dollars in the last few years in 
providing atom bomb researchers with over 100,000 dif- 
ferent items of material and equipment. 
. Paralleling the race of university scientists to find the 
secret of atomic energy before it could be discovered 
by enemy powers was the race of University buyers to 
supply the experimenters with many unusual and urgently 
needed items. 

Every modern technique of expediting procurement and 
delivery was employed. In some instances bulky ship- 
ments were transported by attaching freight cars to crack 
passenger trains. Air transport was used whenever pos- 
sible ; one product was flown by special plane from Great 
Britain to California. 

To speed delivery and at the same time maintain 
secrecy about the project, the University established mer- 
chandise-assembling warehouses throughout the country, 
from which equipment was transshipped to the labora- 
tories. Before merchandise left these warehouses, all 
markings identifying it with the University were re- 
moved. 

Because of the secrecy of the project, University pur- 
chasing agents were not allowed to reveal their connec- 
tion with the Army when placing their orders, and this 
often caused manufacturers and suppliers to be amazed 
at the unusual products bought in the name of the Uni- 
versity. 
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ORIGINAL ARTICLES 


Scientific and General 


PUBLIC HEALTH AND PREVENTIVE 
ASPECTS OF STREPTOCOCCAL 
INFECTIONS* 


LowEent A. Rantz, M.D. 
San Francisco 


ANY aspects of respiratory infection by hemolytic 

streptococci have become better understood during 
the last ten years. The development of technique for the 
serological classification of these organisms has imple- 
mented clinical and epidemiological studies of great im- 
portance. A variety of immunological procedures have 
also contributed valuable information. The rapid mobil- 
ization of troops in the present war led to outbreaks of 
streptococcal infection in certain areas which permitted 
the establishment of comprehensive programs for the 
study of the nature of disease caused by these organisms” 
and its control. 


STUDIES MADE DURING LAST DECADE 


The results of the work of the last decade may be 
summarized: 1. Hemolytic streptococcal respiratory in- 
fections are nearly always caused by organisms that are 
members of a single serological group, designated by the 
letter “A”! A large number of types have been identified 
within this group. When typing? is performed, it is dis- 
covered that, during any season in any community, a 
relatively small number of different types will be re- 
sponsible for nearly all infections, both respiratory and 
non-respiratory. 


2. There is no essential difference between hemolytic 
streptococcal sore throat with (scarlet fever) and with- 
out rash. It is true that the average example of the 
former disease is somewhat more ill than the latter, but 
there is much overlapping. The incidence of serious com- 
plications is similar in both types of disease. Recent 
studies indicate that there are many types or strains of 
streptococci that are unable to induce rash formation in 
susceptible individuals, but do produce important and 
disabling disease. Because of this fact, and because many 
individuals have immunity to the erythrogenic toxin, in- 
fection without rash formation occurs much more fre- 
quently and is more important. 


3. The character of hemolytic streptococcal respiratory 
disease is variable. In children less than two years of age 
it lacks the explosive qualities which it assumes in later 
life, tends to produce chronic suppurative processes, rash 
formation is uncommon, and arthritic complications are 
rare.? In older children and adults, streptococcal infec- 
tion of the upper respiratory passages is often an acute 
febrile illness associated with exudative tonsillitis, red- 
ness and edema of the pharyngeal tissues, tender anterior 
cervical adenitis, leucocytosis, and a rapid erythrocyte 
sedimentation rate. Many atypical, mild, and even in- 


* Read before the Seetion on Public Health at the 
Seventy-fourth Annual Session of the California Medical 
Association, Los Angeles, May 6-7, 1945. 

From the Department of Medicine, Stanford University 
School of Medicine, San Francisco, California. 

Much of the information used in the preparation of this 
paper was obtained during field studies by the Commis- 
sion on Hemolytic Streptococcal Infections and the Com- 
mission on AirBorne Infections, Board for the Investiga- 
tion and Control of Influenza and Other Epidemic Dis- 
eases in the Army, Preventive Medicine Service, Office 
of the Surgeon General, U. S. Army. 
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apparent infections occur and it is quite possible that they 
are comparable in number with clinically recognizable 
cases. 


4. Group A hemolytic streptococcal respiratory disease 
is frequently followed by non-suppurative complications 
that are probably the result of a complex immunological 
mechanism. Approximately 20 per cent of infections in 
adults are followed by continuing disease processes. In 
some individuals the erythrocyte sedimentation rate re- 
mains rapid for several weeks, frequently with clinical 
evidence of continuing disease in the form of fever and 
malaise. Electrocardiographic evidence of carditis may be 
demonstrated in many of these cases. In a rather small 
group arthritis will appear in addition to the signs and 
symptoms just described. A recent critical study* revealed 
that the syndrome usually described as “rheumatic fever” 
occurred only as a sequel to infection by Group A hemo- 
lytic streptococci. The results of these observations were 
summarized as follows: 


“It seems quite impossible to establish adequate criteria 
for the accurate division of these various late complica- 
tions of streptococcal disease into separate groups. In- 
stances of carditis with and without arthritis must be re- 
garded as comparable disorders, and both appear to be 
related to arthritic disease without carditis. Since arthritis 
has been demonstrated without carditis and the reverse, 
there appears to be no valid reason for concluding that 
examples of continuing disease in the absence of both of 
these clinical phenomena are unrelated to the first two 
types of disorder. 


“Because of these difficulties, and because evidence of 
carditis, the most serious complication, was observed most 
frequently in the absence of arthritis, it would seem to 
be desirable to’ discourage the emphasis placed on the 
syndrome “rheumatic fever” and to begin to think in 
terms of the complications occurring after streptococcal 
infection, which might well be called the “post-strepto- 
coccal state.” Such disorders as “rheumatic fever,” “post- 
scarlatinal arthritis,” “atypical rheumatic fever,’ and 
others, could be considered as a single entity. Further- 
more, the fact that serious non-arthritic complications 
may follow streptococcal infections would be emphasized.” 


The background just presented indicates the importance 
of hemolytic streptococcal respiratory infection. Much 
disability results from the acute illness and the suppura- 
tive complications which occasionally follow. Suitable 
therapy, when indicated, with penicillin or the sulfona- 
mides may be expected to minimize this problem. No 
proved technique is yet available for the treatment of 
established hemolytic streptococcal infections which will 
prevent the development of the serious late non-suppura- 
tive complications that are so frequently followed by 
chronic valvular heart disease. Furthermore, the vast 
number of mild and inapparent infections will not ordi- 
narily receive medical attention, but are potentially ca- 
pable of inciting the most severe arthritic and non- 
arthritic complications. 


It is clear, therefore, that the elimination of rheumatic 
fever and the related disorders associated with the post- 
streptococcal state requires, in the light of our present 
information, the complete suppression of infection of 
human beings by hemolytic streptococci. The magnitude 
of the national problem needs no additional emphasis 
when it is realized that streptococcal respiratory disease 
and its complications have been one of the principal 
causes of disability in many military training establish- 
ments, and that acute rheumatic fever and chronic val- 
vular heart disease are, next to tuberculosis, the most fre- 
quent causes of death due to infectious disease among 
children and young adults. 

Various techniques are of potential value in the pre- 
vention of infection by hemolytic streptococci which may 
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be described and evaluated. They fall naturally into two 
groups. 


PREVENTION OF TRANSMISSION 


The mest widely applied methods for the prevention 
of respiratory infections have been those designed to pre- 
vent the transmission of the etiological agent from the 
infected individual or healthy carrier to susceptible per- 
sons. These must be discussed with special reference to 
streptococcal disease. 


1. Isolation of Infected Cases—The isolation of indi- 
viduals suffering from respiratory infections of all sorts 
as a control measure has, in general, failed to be of 
value. It has been particularly futile in relationship to 
streptococcal disease, since nearly all public health de- 
partments require the isolation of scarlet fever, but ignore 
the many examples of similar disease without rash that 
are fully capable of transmitting infection. When it is 
further understood that virulent organisms persist in the 
nasopharynx for many weeks after recovery, and that 
inapparent and unrecognized cases are very frequent, it 
is obvious that isolation of sick persons will not prevent 
the spread of streptococcal disease. 


2. Control of Carriers—The problems involved in the 
control of healthy carriers of Group A hemolytic strepto- 
cocci become apparent when it is realized that from five 
to fifty per cent of all persons may harbor these organisms 
in the nasopharynx. The rate will vary with age, the 
presence or absence of tonsils, and the epidemic state of 
the community. No satisfactory procedure for the elimi- 
nation of hemolytic streptococci from the throats of car- 
riers has been devised. Sulfonamides and the local appli- 
cation of various antibiotics have not been useful. Pro- 
longed administration of penicillin may be effective but is, 
as yet, extremely cumbersome. Other natural factors are 
at work, however, which in part reduce the hazard arising 
from the presence of large numbers of carriers. It is pos- 
sible that the invasiveness of the organism may be reduced 
by prolonged residence in the throat, or by other un- 
known mechanisms. More important are recent observa- 
tions® which indicate that individuals are “dangerous 
carriers” only if they harbor hemolytic streptococci in 
the nose. Such persons disseminate into their environ+ 
ment many more streptococci than do simple throat or 
tonsillar carriers. The elimination of nasal carriers from 
operating rooms, kitchens and other institutional situa- 
tions may be of value. 


3. Sterilization of Air—Considerable evidence exists 
which suggests that hemolytic streptococci may be “air- 
borne” and produce infection at points remote from their 
source. If this is correct, it would be desirable to pre- 
vent such spread by removal of bacteria from the air. 
Three methods are available at present for this purpose.5 
One involves the reduction of air contamination by the 
oiling of floors and bedding. It has been demonstrated 
that it is possible to greatly decrease the number of bac- 
teria including hemolytic streptococci that will be dis- 
seminated into the air from secondary extra human reser- 
voirs during such activities as floor sweeping, bed making, 
and dressing. 

Two techniques are also available for the sterilization 
of air. In one, the bactericidal properties of ultra-violet 
light are utilized; in the other, those of certain glycols 
that may be vaporized into the air. 


All of these methods are under study at the present 
time and it is not yet possible to evaluate their effective- 
ness in the reduction of the transmission of streptococcal 
disease. It is quite apparent, however, that certain me- 
chanical limitations to their usefulness exist. They are 
relatively cumbersome and expensive, and will probably 
only be applicable under circumstances in which numbers 
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of persons are congregated for work or amusement with- 
in enclosed spaces such as factories, theaters, auditoriums, 
ships, and in military establishments. 


Most important, however, is the fact that the preven- 
tion or control of contamination of the air by hemolytic 
streptococci can not be expected to eliminate the trans- 
mission of disease by direct contracts between infected 
cases and carriers, and susceptible individuals. 


PREVENTION OF TISSUE INVASION 


Because the available methods do not eliminate the 
transmission of hemolytic streptococci from carriers and 
infected cases to the respiratory passages of susceptible 
human beings, it has been necessary to seek means for 
the prevention of tissue invasion and the establishment 
of disease by these organisms after they have reached 
the nasopharynx. 


1. Chemoprophylaxis—An extensive experience in ci- 
vilian practice? and in the armed forces®-® had apparently 
established the effectiveness of sulfonamides as prophy- 
lactic agents for the prevention of hemolytic streptococcal 
respiratory disease. The daily administration of one gram 
of sulfadiazine almost completely eliminated this type of 
infection in a large group of highly susceptible military 
personnel and greatly reduced the frequency of occurrence 
of rheumatic fever. A similar program usually prevented 
recurrences of activity in children who had undergone 
previous attacks of acute rheumatic fever. Protection was 
presumably lost within a few days after the discontinua- 
tion of continuous chemoprophylaxis. More recent obser- 
vations indicate that a considerable number of sul!fona- 
mide resistant strains of Group A hemolytic streptococci 
are prevalent in certain population groups and that their 
epidemic spread is not affected by chemoprophylaxis. The 
usefulness of this technique for the prevention of hemoly- 
tic streptococcal respiratory disease has not, therefore, 
been completely evaluated. 


Toxic reactions, following the prolonged use of sulfona- 
mide prophylaxis by the Navy, have been few. Approxi- 
mately 0.5 per cent of adult males, who received one gram 
of sulfadiazine per day, developed a dermatitis which 
disappeared promptly when the drug was withdrawn. 
Serious complications, such as exfoliative dermatitis and 
granulocytopenia were observed in only 0.01 per cent. 
These untoward reactions were ordinarily reversible if no 
further sulfonamide was administered. These experiences 
make it proper to recommend sulfonamide prophylaxis 
under circumstances in which it is essential that hemolytic 
streptococcal respiratory infection be prevented, since the 
degree of protection may be high and the incidence of 
toxic reactions is low. Such situations will arise in. the 
armed forces, in rheumatic subjects, in schools and insti- 
tutions, and perhaps even in whole communities if strepto- 
coccal disease should become epidemic. The possible pres- 
ence of sulfonamide resistant strains must be constantly 
borne in mind. The epidemic streptococci should be tested 
in vitro and chemoprophylaxis established only if the 
organisms are definitely inhibited by low concentrations 
of sulfonamides. 


It is of great importance that sulfonamide prophylaxis 
never be undertaken unless all of the subjects receiving 
the drug are readily available for frequent examination 
by a physician. A careful history must be obtained and 
the drug withheld from all persons in whom evidence of 
a previous sulfonamide sensitivity is discovered. 


2. Biological prophylaxis—It does not seem probable 
that the most complete control of carriers and infected 
cases, and the most extensive application of air steriliza- 
tion now anticipated, will result in a great reduction ir. 
the frequency of hemolytic streptococcal respiratory dis- 
ease and its complications. The use of chemoprophylaxis 





November, 1945 


is also impractical in other than selected and carefully 
controlled groups. 


Some other method must therefore be sought which 
will raise the resistance of the individual to infection by 
streptococci. The establishment of active immunity by 
vaccines is an obvious possibility but is fraught with 
many difficulties. Considerable evidence exists to indicate 
that immunity is type-specific. Since many serological 
types are constantly causing disease, polyvalent vaccines 
would be required. It also seems quite possible that any 
increased resistance to infection would be short lived. 
There is, in addition, the real possibility that inoculation 
of human beings with these organisms would increase 
the streptococcal tissue sensitivity and enhance the oppor- 
tunity for the development of post-streptococcal com- 
plications in such persons, if subsequent infection should 
occur. 


The biological prevention of hemolytic streptococcal 
infection should certainly be explored, but it is unlikely 


that a satisfactory prophylactic technique will be estab- 
lished. 


SUMMARY 


Respiratory disease caused by hemolytic streptococci is 
of extreme importance because disability results not only, 
from the acute illness but also from the serious non-sup- 
purative complications which frequently follow. Rheuma- 
tic fever is one of these but is only part of a complex 
pathological process initiated by infection by streptococci. 


Measures for the prevention of transmission at the 
present time include isolation and control of infected 
cases and carriers, air sterilization, and chemoprophylaxis. 
Each of these is applicable only under special circum- 
stances. No technique has been suggested which appears 
likely to succeed in the principal problem, which is the 
elimination of infection by streptococci from the whole 
population. 

2398 Sacramento Street. 
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More Boys Than Girls Are Born During War 


It is true that more boys than girls, proportionately, 
have been born in war years, particularly in the years 
after a war, according to Dr. George Wolff, U. S. Chil- 
dren’s Bureau statistician, but why it is true nobody 
knows. 


Dr. Wolff advances several theories. It may be that 
the younger age of the-mothers has something to do with 
it since in war periods more people get married and at a 
younger age. Or it may be the younger age of the father 
or some other biological reason. 

Normally, the sex ratio is between 105 and 106 boys 
born for every 100 girls. In war years the sex ratio 
may go up to 107 or 108, a rise sufficient to have sig- 
nificance. Among. Negroes in the United States, the dif- 
ferential .is less than for whites, only about 102 boys 
being born for every 100 girls. 
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CARCINOMA OF THE RECTUM* 


Wituiam H. Dante, M.D. 
Los Angeles 


F the cancers of the body, cancer of the rectum 

ranks number four in frequency, and kills 9,000 
persons every year in the United States, according to the 
Federal Bureau of Vital Statistics. There is an apparent, 
if not a true, increase in the incidence of cancer of the 
rectum. In the report of the Federal Bureau of Vital 
Statistics for the year 1882, which recorded 204 cases of 
deaths from cancer of the rectum, it is stated “cancer 
is a disease which is believed to be gradually increasing 
in frequency and causing a large proportion of deaths in 
those nations which are most advanced in civilization.” 
In 1890 there were 574 deaths in ratio of 2 per 100000 
population. In 1940 the ratio was 6.7 per 100,000. The 
death rate is too high because too many patients receive 
treatment too late. The early lesion exhibits few, or no 
signs or symptoms, and the patient does not recognize 
gradual changes from his normal state of well beitig. 
The physician may fail to make a manual or proper 
sigmoidoscopic examination, may regard a negative find- 
ing from the barium enema as conclusive, make a diag- 
nosis of diverticulitis, so-called “mucus colitis, amoebiasis, 
chronic ulcerative colitis, etc.,” or give treatments of 
“shots” for hemorrhoids. 


The majority of these patients with cancer are between 
the ages of 50 and 70, but 20 per cent occur before the 
age of 50. About 3 per cent occur between the ages of 
20 and 30, and it is in this decade of life that they are 
most often overlooked. Cancer in the young, as a rule, 
is highly malignant, metastasizes rapidly and the ma- 
jority of these individuals are inoperable when seen, or 
die with metastases. 


DIAGNOSIS 


The common signs and symptoms are. a change in 
bowel function, especially frequency, which is so often 
called diarrhoea, or dysentery, unsatisfied stool with blood 
or mucus, abdominal discomfort, and in some cases evi- 
dence of obstruction as increasing constipation. Pain is 
absent or late. 


Proper palpation will reveal 80 per cent. The sigmoid- 
oscopic examination will complete the diagnosis. The 
lesion may be a polyp or polypoid mass, a crater-like 
ulcer with firm margins, or an annular lesion involving 
all of the bowel. A biopsy specimen should be examined 
for confirmation, and if negative, should be repeated. 
Sigmoidoscopic examination should be done under in- 
travenous anesthesia if the instrument cannot be passed 
to 8 inches, especially if blood is a constant finding. The 
negative opaque enema is valueless below 8 inches and 
may be dangerously misleading, because a filling defect is 
usually obscured by other loops of bowel, and for this 
reason should never be given preceding the sigmoidoscopic 
examination. 

Microscopical grading of the specimen is valuable in 
adenomas, polyps, and villous papillomas. These are 
usually a Grade 1, or pre-malignant, if not benign. The 
grading of frank adenocarcinomas should not influence 
the treatment because radical removal is indicated whether 
or not the Grade is II, III, or IV. 

Differential diagnosis must be made from sarcomas 
(rare), metastasis from upper abdominal lesions 
(stomach, pancreas, ovary, uterus, bladder, colon), and 
prostate, from radium burn, and chronic infections as 


* Read before the Section on General Surgery at the 
Seventy-third Annual Session of the California Medical 
Association, Los Angeles, May 7-8, 1944. 
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amoebic granulomas, lymphogranuloma: inguinale, and 
chronic ulcerative colitis. 

Anal cancers are usually epitheliomas, are painful 
ulcerating lesions, which may be mistaken for simple 
anal, tuberculous, or luetic ulcers. 


TREATMENT 


Operability and curability must be determined by an 
evaluation of all the factors concerned, as age and gen- 
eral condition of patient, type, size and location of growth, 
and the presence of metastasis. Small movable tumors 
are often more likely to spread early than those which 
have become surrounded by inflammatory tissue. Fixed 
tumors are often easily separated from surrounding 
tissues after the line of clevage has been found. 


The patient is entitled to every means for a cure, and 
should not be denied an exploratory procedure unless 
utterly hopeless. A poor risk may survive two or more 
operations when one radical procedure might prove fatal. 
The object of treatment is to cure the cancer or prolong 
life for a maximum period with a minimum of disability 
and discomfort. The patient must be made to realize the 
dangers of surgery, that death without it is inevitable, 
and that his codperation is essential for recovery. He 
should be told that he has cancer, or that his tumor will 
become cancer if not removed. 


Cure of cancer of the rectum involves many factors. 
Cancer cells are carried to adjacent tissues by direct 
contact, and to remote areas by lymphatics and veins, 
and the most radical removal of the growth with the 
structures which transmit these cells is essential, even 
though it entails complex changes in the anatomy and 
physiology of the individual. 


7 7 7 


At the present time it is the consensus that the com- 
bined abdominoperineal resection of the rectum and 
rectosigmoid offers the best chance of cure in the ma- 
jority of cases. The one-stage procedure, as advocated by 
Sir Ernest Miles,! of London, is the method of choice in 
good risks. Next best, for those who are undernourished 
by starvation, those in whom medical decompression of 
an obstructed colon has not been successful is a cecos- 
tomy, or a colostomy followed in a short time by the 
combined abdominoperineal resection. One method has 
been suggested by Doctor Frank H. Lahey,? of Boston. 
In these so-called two-stage procedures the tumor re- 
mains in situ. The late Doctor J. B. Coffey,? of Portland, 
Oregon, described a two-stage procedure in which the 
tumor was displaced from its original bed and placed in 
the hollow of the sacrum beneath the new peritoneal 
floor, the perineal stage being performed later. The late 
Doctor Dudley Smith, of San Francisco, modified the 
Coffey operation by the substitution of perineal for the 
abdominal drainage. A third method, the Colostomy and 
Posterior Resection, described by Sir Robert Lockhart- 
_Mummery,5 of London, is suitable in low growths in 
those who are poor risks because of cardio-circulatory- 
renal impairment, or in the aged in whom the expectancy 
of life is limited. 


7 7 ¢ 


In selecting the radical procedure all the factors which 
have been obtained by physical and clinical tests are cor- 
related. If the tumor is well fixed and there is definite 
signs of obstruction with marked malnutrition or other 
pathological processes, such as history of heart disease, 
cerebral accident, etc., the two-stage abdominoperineal or 
the colostmoy perineal resection is considered safer than 
the one-stage procedure. In reviewing these cases no 
doubt many of the two-stage procedures would have re- 
sulted favorably if the one-stage had been carried out, 
also, there is no doubt that if some of the one-stage, 
which terminated fatally, had been done in two-stages 
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the results would have been better. The two-stage pro- 
cedure has been selected in the older patient who had lost 
considerable weight and suffered from malnutrition. 
There is probably little danger of the cancer spreading 
in that length of time, because it has, as a rule, been pres- 
ent from six months to two years. There may be some 
slight advantage, in that the inflammatory reaction will 
subside, but this should not be considered a logical reason 
to adopt the two-stage method. In the colostomy and 
posterior resection there are several inches of bowel left, 
and the amount of node bearing tissue removed does not 
equal that of the abdominoperineal method. Local reap- 
pearance occurs most frequently in low tumors. 


The fourth curative, and also a preventive procedure, 
is the destruction of all adenomas, polyps, and papillomas 
by cauterization or dessication. Removal of all pathologi- 
cal lesions is essential in the preventive program. 

Other methods of treatment, as local excision, colostomy 
and perineal excision, cauterization, fulguration, and irra- 
diation, should be considered as palliative and not curative. 


REPORT ON CASES—AUTHOR’S SERIES 


In the palliative series which total 199 there were 142 
colostomies. Some of these were done as a preliminary 
to resection which was not carried out because the pa- 
tient’s condition did not improve. The colostomy does 
nothing more than relieve obstruction, and rarely de- 
creases tenesmus and frequent desire to stool, especially 
in a low lying tumor. The colostomy and perineal ex- 
cisions were done in those cases having large metastasis 
in the liver. 


Epithelioma of the anus, sometimes called epidermoid, 
squamous or skin cancer, is comparatively infrequent, less 
than 5 per cent, is highly malignant in 75 per cent of 
cases, and metastasizes rapidly. Surgery and irradiation, 
used separately, have not proved successful, and it is the 
opinion of the writer that a combination of the two 
methods will give the best results. Metastasis, unfortu- 
nately, frequently occur before the diagnosis is made. 


In a total of 862 cancer of the rectum examined by 
the writer there were 759 adenocarcinomas, 42 anal 
epitheliomas and 61 malignant adenomas, or polyps. The 
majority of these lesions were graded microscopically. In 
the adenocarcinomas 17 per cent were of low, 41 per cent 
moderate and 42 per cent of high degree. In anal epithe- 
liomas 5 per cent were of low, 30 per cent moderate, and 
65 per cent of high degree. Of the malignant adenomas, 
or polyps, 7§ per cent were of low, 20 per cent moderate 
and 5 per cent of high degree. 

7 7 7 


The combined abdominoperineal resection in one-stage 
was performed in S0, the two-stage in 60, and the colos- 
tomy and perineal resection in 46 cases, with a hospital 
mortality of 11 per cent, 14.6 per cent and 13 per cent 
respectively. The majority of these deaths occurred dur- 
ing the first six years from causes which have been 
almost eliminated in the past five years. Continuous spinal 
anesthesia has been used in approximately 55 procedures 
and has been a factor in the decrease of the number of 
cases suffering from shock. 


The mortality rate for the three groups dropped to 
4.4 per cent in the next five and one-quarter years. Dur- 
ing this period 73 consecutive abdominoperineal resections 
were performed with one death, which was due to 
coronary thrombosis, and sixteen colostomy and perineal 
resections with no deaths. 


Death was attributed to shock in 11, hemorrhage in 6, 
peritonitis in 2, paralytic ileus in 2, pneumonia in 2, 
heart complication in 3, and intestinal obstruction in one 
instance. All patients dying during the hospital stay with- 
out other definite findings were attributed to immediate 
and delayed shock. Some of these deaths may have been 





November, 1945 


prevented if repeated transfusions had been given. Perit- 
onitis was caused in one instance by erosion of the bowel 
by a catheter which had been placed into it for decom- 
pression. One patient with a small cirrhotic liver died 
within twelve hours from pulmonary edema and the 
autopsy revealed 1,000 cc. of blood in the stomach. This 
patient should have been operated upon in two stages. 
Two of the postoperative hemorrhage patients might have 
been saved if the intern had been properly instructed in 
the control of the bleeding. The two deaths occurring 
from pneumonia were prior to the common use of the 
sulfa drugs. Five deaths occurred in patients with metas- 
tasis. One patient died following a one-stage procedure 
for a large villous papilloma which might have been 
cured by fulguration. 
7 7 7 


In the series of 196 so-called curative procedures there 
were 11 cases which had definite metastasis to the liver. 
There were 19 cases which had metastasized to regional 
lymph nodes. 

Forty-six cases of Grade I and II adenomas, polyps 
and villous papillomas have been treated with the cautery, 
or by fulguration, with no known recurrence. A modifica- 
tion of the Coffey two-stage method was performed ten 
times, preceded by a cecostomy or colostomy in six in-, 
stances which made three stages. There was one death, 
one known recurrence, and one metastasis to the abdomi- 
nal wall. One of the radical procedures has been per- 
formed in those cases with moderate metastasis to the 
liver. The tumor should be removed for the mental and 
physical comfort of the patient. 


Five year survivals of private patients were 36 per 
cent in the one-stage, 25 per cent in the two-stage and 45 
per cent in the colostomy and posterior resection proce- 
dure respectively. Local or pelvic reappearance occurred 
ten times in the abdominoperineal and once in the colos- 
tomy and perineal resections. All deaths from metastasis 
occurred within three years, except two, which occurred 
in the fourth year. 


In the group of private patients, about 80 per cent of 
those explored were considered operable as far as re- 
moval of tumor was concerned. Some of those who were 
operable were not curable because of metastasis. There 
was no estimate of the operability of the private cases 
who went elsewhere for treatment. In the clinic cases 
operability was 68 per cent of those explored. and less 
than 50 per cent of the total number of admissions 

In the non-fatal complications, obstruction of the small 
intestine occurred eight times, being relieved in two cases 
by the Miller Abbott tube and in six by operation Severe 
hiccoughs occurred three times, cne of which required 
crushing of the phrenic nerve for relief. Thombophlebitis 
occurred four times, with one pulmonary embolus ‘The 
saphenous vein was ligated in one case. The atonic bladder 
is to be expected in all cases, with recovery in the female 
being more rapid than in the male. Indwelling catheter 
drainage is routine for several days. Paralytic ileus, tem- 
porary or prolonged, is to be expected. This complication 
has been less frequent since a special colostomy clamp; 
has been in use through which a large mushroom catheter 
is placed into the bowel allowing for immediate decom- 
pression of the intestine. 

Success in any of these procedures depends upon the 
preoperative and postoperative care. During several days 
hospital stay, the bowel is decompressed medically, if 
possible. The diet is high in protein and carbohydrates. 
Vitamins, especially B and C, are given in large doses. 
Secondary anemia is improved by blood transfusion. X-ray 
of the chest is routine. Cystoscopy of the bladder is in- 
dicated when the mass is near the prostate or bladder. 
Kidney function is determined, especially the NPN esti- 
mation. 

Postoperatively, the blood pressure is taken every 1 
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and 2 hours, and is kept near the patient’s normal by 
necessary stimulants, intravenous fluid and blood trans- 
fusons. Whole blood is the most valuable agent to combat 
immediate and delayed shock. Water is taken as tolerated. 
The patient is turned every 1 or 2 hours, and encouraged 
to breath deeply. A trapeze is a valuable aid. Water is 
increased on the first postoperative day, and tea, if de- 
sired. Chewing gum is valuable to keep the mouth moist 
and stimulate peristalsis. The catheter, in the bowel, is 
kept open by the instillation of air or water, and a Harris 
flush may be attached with perfect safety on the first 
postoperative day. On the second postoperative day broth, 
tea and toast are given and the patient encouraged to 
chew steak or beef. A non-residue diet is ordered if. there 
are no contraindications, such as nausea, vomiting, or 
distentiin, on the third postoperative day, and the clamp 
and tube removed from the bowel. General diet is ordered 
after the first bowel movement. The patient exercises 
the legs and body frequently and takes 3000 to 4,000 cc. 
fluid daily. He may sit up in bed in six or seven days, 
and out in a chair eight or ten days, and leave the hos- 
pital in fourteen days, to sixteen days. 
7 7 7 

There is still too much prejudice by the patient and by 
physician regarding abdominal colostomy. To this time, 
the writer has not been impressed with an artificial anus 
located in the perineum. It seems that the hygiene of the 
abdominal anus is more simple. A colostomy. properly 
prepared and watched to see that it does not become 
stenosed, may be easily cared for by the patient. In some 
instances the bowel movements assume a degree of regu- 
larity. In those individuals in whom strict hygiene is 
necessary, as physicians, dentists, nurses, and people who 
meet the public, the bowel may be kept quite clean by 
irrigations every other day. A colostomy bag, made of 
rubber, is objectionable because of the odor. The male 
athletic support has been found to be the best type of 
girdle for these patients. 


SUMMARY 


The results obtained by radical surgical procedures for 
cure of cancer of the rectum have been presented. The 
combined abdominoperineal resection is the method of 
choice, and the one-stage is preferred, although a pre- 
vious colostomy is of great value in certain cases. The 
colostomy and perineal resection is a method which may 
be used to advantage when others may not be suitable. 
A marked improvement in mortality and morbidity has 
been obtained. The cure of cancer depends upon (1) the 
education of the layman to recognize abnormal body 
function, and to seek competent medical advice at fre- 
quent intervals; (2) a thorough examination by his phy- 
sician, (3) and the surgical treatment indicated in each 
individual case. 

1930 Wilshire Boulevard. 
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I tell you, fellow citizens, that the war was won by the 
American spirit. .. . You know what one of our Amer- 
ican wits said, that it took only half as long to train an 
American army as any other, because you had only to 
train them to go one way. 

—Woodrow Wilson, Speech, Kansas City, Mo. 
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SURVEY OF OVER 13,000 FRACTURES* 
IN THE EMPLOYEES OF THE RICHMOND SHIPYARDS 


C. C. Curtinc, M.D. 
L. FisHer, M. D. 
AND 
N. Neaporr, M. D. 
Oakland 


HE 248,000 new cases seen by the Permanente Hos- 
pitals in. Richmond and Oakland in the last two and 
one-half years included 13,261 fractures. 


The value of a survey of this kind lies in. presenting 
the general distribution of fractures occurring in the 
workmen of a heavy industry (shipbuilding) both on and 
off the job and of the general impressions regarding the 
treatment of fractures thus encountered. The medical 
care provided for the workmen in the Richmond ship- 
yards included not only all industrial injuries occurring 
on the job but, in addition, those injuries and illnesses 
occuring off the job. Since approximately 90 per cent of 
the workmen belong to this additional voluntary health 
plan, the fracture experience presented in this report 
very closely represents the actual incidence of fractures 
occuring in the entire shipyard population (sixty to ninety 
thousand) during this two and one-half year period. 


The figures as given represent indivjdual fractures 
where they presented individual problems of treatment 
even though many patients sustained multiple injuries in 
a single accident. Except in the cases of metacarpal, 
metatarsal, phalangeal and rib fractures, they are enu- 
merated individually. 


TasLE 1—Regional Classification of 13261 Fractures 


Number of Per Cent 


Name Fractures Incidence 


” 
ou 


Maxilla, Zygoma, 
Mandible 
Vertebrae—Cervical, Dorsal, Lumbar 
Sacrum, Coccyx 
Scapula .. 
Clavicle 
Sternum, 
Pelvis 
Humerus—head, neck 

shaft 

svpra-condylar, condylar 
Radius—head, neck 

shaft (alone) 
Radius and Ulna shafts (together). 
Radius—distal end, including ulnar 

styl id 
Ulna—styloid, head (alone) 
Ulna—olecranon, coronoid 
Ulna—shaft (alone) 
Navicular and Carpals 
Metacarpals and Phalanges 
Femur—head, neck 

trochanter 

shaft 

supra-condylar, condylar 
Patella 
Tibia—condylar, tuberosity 

shaft (including Fibula) 
Fibula—head, neck & shaft (alone) 200 
Tibia—malleolus, epiphysis (alone). 180 
Fibula—malleolus (alone) 
Tibia—malleolvs, epiphysis and 
Fibula—malleolus (together) 
Tarsals 
Metatarsals and Phalanges 


Ribs 
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Total Fractures 


* Read before the Section on Industrial Medicine and 
Surgery at the Seventy-fourth Annual Session of the Cali- 
fornia Medical Association, Los Angeles, May 6-7, 1945. 


From the Permanente Foundation Hospitals. 
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SKULL 


Although the 193 skull fractures were of primary in- 
terest to the Surgical Department they are included here 
for completeness of fracture statistics. The care for pa- 
tients with skull fractures is primarily that of the asso- 
ciated head injury. Linear fractures of the skull require 
no special treatment for the bone injury. Fractures which 
are depressed for a distance equal to the width of the 
cortex are usually elevated. All compounded fractures 
are debrided and elevated if depressed. 


FACE 


Facial fractures involving the maxilla, zygoma and 
nasal bones numbered 421. These were of primary inter- 
est to the otorhinolaringolist. The elevation of a de- 
pressed zygomatic arch is usually very satisfactorily at- 
tained by direct elevation or by use of.a »eriosteal ele- 
vator slipped through a temporal incision downward 
beneath the temporal fascia to the under side of the 
zygoma. It is essential that the presence of a depressed 
zygoma be recognized immediately following injury be- 
cause its presence may later be obscured by swelling of 
the face and the satisfactory result following early eleva- 
tion be sacrificed. Complications such as diplopia and 
ectropia emphasize the importance of adequate care of 
these fractures. 


MANDIBLE 


Fractures of the mandible (117) were treated jointly 
by’ the otorhinolaryngologist and the orthopedist. The 
use of external pin fixation methods have proved valuable 
in many instances of multiple fractures of the jaw and 
in edentulois cases. The majority of mandible fractures 
however, are satisfactorily treated with interdental wiring. 


VERTEBRAE 


Fractures of the vertebral column (320) have followed 
the usual distribution of these fractures. We feel that an 
initial rest period of three to seven days before reduction 
eliminates the complications of abdominal distension and 
general discomfort of the patient, as well as affording 
added opportunity of observing the patient for associated 
injuries. As a general rule, no attempt is made during 
this period to obtain a reduction of the fracture. Reduc- 
tion is then carried out under spinal anesthesia in the 
cases of lower segment fractures. For the most part we 
have allowed the patient to become ambulatory in a body 
cast during the second week of convalescence although 
at the present time we feel that many fractures, particu- 
larly those involving any lateral wedging or fractures in- 
volving the articular facets require a much longer period 
of bed rest. Physiotherapy and muscle re-education are 
extremely important, during the later stages of healing. 
We have not been able to influence the wedging of the 
thoracic vertebral bodies above the tenth thoracic seg- 
ment. Patients with fractures in this area are treated by 
cast and bed rest with muscle strengthening exercises for 
six to eight weeks and then are allowed to be ambulatory 
in the cast. 


Sacral and coccygeal fractures numbered 70. We have 
not needed to resort to removal of the coccyx in any 
case. In general, the results of actual fractures of the 
sacrum and coccyx have given less difficulty and better 
results than the contusions to this: area without fracture. 

Clavicle fractures numbered 146. Satisfactory results 
have been obtained by use of the figure of eight bandage, 
the T cross or the Roger Anderson type clavicle splint. 
We have had one nonunion, this in the distal end of the 
clavicle with acromio-clavicular and coroco-clavicular 
ligament tears. 
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STERNUM AND RIBS 


Fractures of the sternum and ribs numbered 759. Ex- 
tensive fractures of the ribs involving the majority of 
ribs on one or both sides of the chest still present a very 
grave problem of management. The respiratory embar- 
rassment which accompanies these injuries, complicated 
by paradoxical respiration, tension pneumothoraces and 
hemothoraces require constant supervision. Towel clip or 
wire traction to the ribs definitely gives some aid in de- 
creasing mediastinal shifting. It is felt that the iron lung 
has definite value in some instances. Asa general rule 
aspiration of a hemothorax is not carried out except for 
definite respiratory embarrassment. Decompression of a 
tension pneumothorax is of utmost importance. Areas of 
atelectasis and pneumonia following even trivial chest 
injuries are recognized, and strapping and limitation of 
motion of the ribs is discouraged. Whenever possible the 
pain associated with fractures of the ribs is controlled 
with intercostal nerve injections, hypodermic. infiltration 
of novocaine or ethyl chloride spray. 


PELVIS 


Fractures of the pelvis (106) fall into two definite 
groups: those involving fractures of the weight bearing 
lines, that is, of the main arches, and those involving thé 
secondary or tie arches alone. The majority of fractures 
of the latter group tend to override rather than distract 
and in the majority of cases treatment with a pelvic sling 
is not necessary. Fractures involving a separation of the 
symphysis pubis are of course treated with a pelvic sling. 


The most serious fractures of the pelvis are those ex- 
tending through or near the sacro-iliac joints. The double 
vertical fracture of the type described by Malgaigne re- 
quires traction over a prolonged period of time and dis- 
placement frequently recurs after eight weeks. The Wat- 
son Jones method of reduction and application of a spica 
cast has been used in several cases without satisfaction. 
The casts had to be removed because the reduction could 
not be maintained and because of the discomfort of the 
patient. 


Lumbar plexus nerve injuries have been associated 
with several cases of sacral fractures and in general have 
had incomplete recovery. 


HUMERUS 


Fractures of the head, neck and shaft (165) have been, 
for the most part, very satisfactorily reduced and treated 
by use of hanging casts. An attempt is made to reduce 
the fracture in order to insure bony apposition. It is de- 
sirable to maintain slight abduction of the lower frag- 
ment to insure maintenance of the carrying angle. Early 
exercises of the shoulder joint are important and are 
usually begun in seven days. 


Supracondylar fractures of the humerus are frequently 
comminuted and traction thereon is necessary. A down- 
ward pull on the proximal fragment, of the Dunlop va- 
riety, or Kirschner wire traction through the olecranon 
are of great value. 


RADIUS 


There were 134 fractures of the head and neck of the 
radius. Impacted fractures of the head may be treated 
conservatively with early mobilization. In non-impacted 
fractures of the head, open operation is indicated. Where 
less than two-thirds of the head remains intact, excision 
of the head has given satisfactory results. Shaft frac- 
tures of the radius alone were in most cases successfully 
treated by closed methods. If the fracture line is oblique 
it may require traction or open reduction ‘to prevent 
shortening and consequent inferior ra¢io-ulnar dislocation. 

Fractures of the distal radius (491) were in géneral 
satisfactorily handled by closed manipulation. It has 
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frequently been found advisable to extend the cast above 
the elbow. Comminuted fractures frequently require trac- 
tion in order to prevent shortening. Operative methods 
are rarely used. 


ULNA 


There were 84 fractures of the olecranon and coronoid. 
Olecranon fractures with displacement are always opened. 
Coronoid fractures almost never require manipulation or 
open treatment. Fractures of the shaft of the ulna alone 
were usually no problem; nor were those of the ulnar 
head. 


RADIUS AND ULNA 


Fractures of both bones of the forearm with displace- 
ment may present a difficult problem. First attempt was 
always made at closed reduction. Even though first re- 
duction seemed satisfactory, frequent x-rays are neces- 
sary during the first few weeks to detect any tendency 
toward loss of alignment. Open reductions were fre- 
quently necessary in this group. 


CARPALS 


Two hundred and thirty-seven carpal fractures were 
encountered. Navicular fractures require long immobiliza- 
tion, but in our experience fresh fractures have usually 
united if given sufficient time. 


Next to the most frequent carpal fracture seen is the 
triquetrum. A minute fragment may be the only visible 
evidence of injury. The wrist may be painful for three 
to six months. Transcarpal dislocation with fracture of 
the navicular must not be overlooked. If early closed re- 
duction is possible the results are usually good. 


METACARPALS AND PHALANGES 


There were 4,263 fractures of the metacarpals and 
phalanges. We have been very much impressed with the 
seriousness of fractures of the metacarpals and phalanges 
in the relationship to tendon adhesions and resulting dis- 
ability. Skeletal traction with either a pulp pin or fine 
Kirschner wire transfixing a phalanx has been utilized 
in almost all cases of oblique or spiral fractures of the 
metacarpals. 


FEMUR 


There were 24 fractures of the head and neck of the 
femur. Displaced neck fractures. are nailed in the cus- 
tomary manner, particular care being taken to obtain a 
valgus position. Impacted ones have in most cases given 
excellent results with conservative treatment consisting 
of light traction. 


Several of the twenty trochantéric fractures have been 
fixed with a Neufeld angle nail with a view to early 
mobilization. These have given very good results. 


Shaft fractures (39) have been treated most success- 
fully with skeletal traction of sufficient duration. This 
has not infrequently been combined with manipulation in 
traction. In the few cases where external pin fixation of 
the Roger Anderson type has been tried, results were un- 
satisfactory and we usually returned to traction or cast. 


Supracondylar fractures also do well in traction. Angu- 
lation of the distal fragment may be very difficult to 
correct. This type of fracture has not infrequently re- 
sulted in limitation of extension of the knee. 


PATELLA 


Of the 138 patellar fractures, the majority showed 
displacement and niany were severely comminuted. Un- 
displaced fractures showed excellent recovery when early 
mobilization was carried out at the end of four to six 
weeks. Where the lower pole was badly comminuted, the 
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lower comminuted portion has been excised and the 
patellar tendon sutured to the proximal fragment with 
strong stainless steel wire. Even in these cases, early 
mobilization is the rule. Complete patellectomy is re- 
served for the extremely comminuted patella where pros- 
pect of restoring a smooth articular surface is poor. 
There have been three cases of post-traumatic osteo- 
chondritis of the patella following fracture by direct 
trauma. 


TIBIA 


Condylar fractures (102) have been mostly of the de- 
pressed type. Where the depression is not too marked, 
we have found excellent functional results following 
conservative treatment with early mobilization and late 
weight bearing. The occasional case has required surgical 
elevation of the depressed condyle with bone chips from 
the wing of the ilium to maintain position. The depression 
has usually been central; occasionally posterior. 


There were 324 fractures of the tibia, many of them 
compounded. In general, we have found that oblique and 
comminuted fractures of the tibia and fibula are best 
treated in the following manner: A Kirschner wire is 
placed through the oscalcis and a traction bow applied. 
Under anesthesia the knee is brought to the edge of the 
table so that the leg hangs freely. Traction may then be 
applied by the surgeon with his foot by tying a sling 
through the traction bow, thus leaving the hands free to 
manipulate the leg. When alignment seems satisfactory, 
a short leg plaster is applied and allowed to set. The cast 
is then extended above the knee, using about thirty-five 
degrees of knee flexion to control rotation. The patient 
is placed in bed in traction with slings to support the 
cast. The cast may be wedged if necessary without dis- 
turbing traction. We believe the cast should be changed 
as infrequently as possible. Tracticn is maintained as long 
as necessary, usually six to eight weeks. 


In spiral fractures of the tibia, early weight bearing 
and excellent position were afforded when open reduc- 
tion was performed and the fracture fixed with a 
Mathewson sling of heavy stainless steel wire. Where the 
fibula remains intact, it is occasionally necessary to 
osteotomize it in order to secure good contact of the 
tibial fragments. 


We have found multiple pin fixation methods unde- 
sirable in these fractures because of the reaction about 
the pinholes. Even where the process remains aseptic, 
the chronic low grade inflammatory reaction produced 
causes a lymphadema with fibrosis which results in limi- 
tation of function. 


Fractures of the malleolus and epiphysis were 273 in 
number. Many of these were with minimal displacement 
and were easily cared for with good results. In displaced 
bimalleolar and trimalleolar fractures we have found an 
increasing tendency toward internal fixation of one or 
both malleoli in cases where closed manipulation has not 
given good anatomical reposition. This also allows earlier 
mobilization. 


TARSALS 


Fractures of the os calcis comprised the’ majority of 
the 273 fractures of the tarsal bones. 


A wide variety of methods have been used in the 
treatment of os calcis fractures. The Béhler technique 
results in a good reduction if the fracture is not exten- 
sively comminuted, as does a multiple pin procedure. The 
latter allows freedom of ankle motion during healing of 
the fracture. Equivalent results are usually obtainable 
however, by simple compression to correct the widening 
deformity and casting. Triple arthrodeses have been done 
in approximately 10 per cent of the os calcis fractures. 
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METATARSALS AND PHALANGES 


Metatarsal and phalangeal fractures numbered 3,704. 
Here, as in metacarpal and phalangeal fractures, skeletal 
traction may be necessary in oblique, spiral or com- 
minuted fractures. Immediate weight bearing is the rule, 
either with a felt arch support or a walking cast. 

In general, we have been impressed with the advan- 
tages of immediate treatment of all fractures, of com- 
plete and careful debridement of all compound fractures, 
and with the prophylactic use of systemic and local sul- 
fonomides and especially the prophylactic use of penicil- 
lin. We have not hesitated to use wire or plating if neces- 
sary to maintain the proper position of fragments in com- 
pound fractures. 


SUMMARY 


The fractures experienced by approximately sixty 
thousand people over a period of two and one-half years 
totaled 13,261. These fractures are briefly classified and 
described. 
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CARDIAC PATHOLOGY AS RELATED TO 
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D URING recent years, the importance of the preop- 
erative examination of the prospective surgical pa- 
tient has been recognized universally. The completeness 
of that examination will necessarily depend upon the 
urgency and seriousness of the operation, the availability 
of the patient before operation, and the general physical 
condition of the patient. During this preoperative exami- 
nation, whether by surgeon, consulting internist, or 
anesthesiologist, the cardiovascular system is under close 
scrutiny. 

Marvin! has pointed out that the “most helpful evi- 
dence we can obtain regarding the heart’s functiona! con- 
dition is the record of its response to what might prop- 
erly be termed the stress and strain of daily life :—the 
walking, the running, the stair climbing, the periods oi 
emotional excitement, the innumerable mental and physi- 
cal activities in which we daily indulge.” If the history 
reveals breathlessness on exertion, orthopnea requiring 
the use of two to three pillows, cough and ankle edema, 
physical examination takes on an increased importance. 
Such an examination then should include a determination 
not only of blood pressure, pulse, and cardiac thrills, 
murmurs, rate and rhythm, but also of venous distension, 
cyanosis, location of apex beat, basal rales, pleural 
effusion, liver enlargement, ascites and ankle edema. 
In addition to the routine urinalysis and blood counts, 
special examinations may properly include sedimentation 
rate, circulation time, venous pressure, electrocardio- 
grams, and fluoroscopy. 


WHEN MILD CONGESTIVE FAILURE IS PRESENT 


If such an examination shows the pressure of mild to 
moderate congestive failure, operation should be delayed, 
if possible, and adequate preoperative cardiac treatment 
instituted. If no previous digitalis has been administered, 
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rapid digitalization may be accomplished orally, using 
digitalis purpurea. The digitalizing dose usually corre- 
sponds roughly to one cat unit for each ten pounds of 
body weight of the patient. Lantoside preparations, i.e., 
Burroughs-Wellcome’s Digoxin and Sandoz’ Cedilanid, 
which are glucosides derived from leaves of digitalis 
lanata, give more rapid oral digitalization. These gluco- 
sides are absorbed three times as readily as oral digitalis 
purpurea. The average oral digitalizing dose of Cedilanid 
is 7.5 mg. given over a three day period. Following 
restoration of the patient’s cardiac compensation, it is 
preferable to allow him up and around for two to three 
weeks or longer prior to operation, if time permits, 
rather than immediately submitting him to surgery and 
anesthesia after a long period of bed rest and inactivity. 
Then at the time of operation every effort should be 
made towards shielding him from any emotional tur- 
moil and the operation should be as brief and free from 
hemorrhage and trauma as possible. Oxygen should be 
administered generously to insure against anoxemia. Dur- 
ing the operation the position of the patient should be 
such as to insure his comfort and to avoid excessive pres- 
sure against his chest by drapes, equipment, and the 
weight of a surgeon’s or nurse’s arm. 


WHEN IMMEDIATE SURGERY IS INDICATED , 


Given a patient with moderate to severe congestive 
heart failure and in need of immediate surgery, the pre- 
operative preparation should be instituted as soon as pos- 
sible. During this preparation, oxygen by mask, catheter, 
or tent should be administered continuously to insure 
adequate oxygen supply to the myocardium. Phlebotomy 
should be done, drawing off 400 to 700 ccm. of blood, the 
amount depending upon the severity of the patient’s de- 
compensation and his red blood cell and hemoglobin level. 
This blood, collected into a sterile bottle containing the 
proper preservative and stored at 4° C., later may be 
given back to the patient during operation if needed. Fol- 
lowing the phlebotomy, digitalization may be rapidly ob- 
tained by the intravenous injection of 8 ccm. (1.6 mgm.) 
of Cedilanid. This then may be followed by the average 
daily oral maintenance dose of 0.5 to 1.6 mgm. of Cedi- 
lanid. The administration intravenously of a mercurial 
diuretic, such as salyrgan or mercupurin, and perhaps 25 
to 50 ccm. of 50 per cent dextrose may be advisable. 
Also any appreciable pleural effusion or ascites should be 
aspirated prior to the surgical procedure. By these 
methods or a combination of them, a severe congestive 
failure case may be converted into a better risk for the 
prospective anesthetic and operative procedure. 
GENERAL REACTIONS OF CARDIAC PATIENTS TO ANESTHESIA 


Patients with heart disease of practically all types 
(congestive, rheumatic, hypertensive, coronary, thyro- 
toxic) withstand anesthesia and surgical operation amaz- 
ingly well, even with auricular fibrillation, slight angina 
pectoris or mild congestive failure, if care is observed. 
However, marked congestive failure, recent coronary 
thrombosis, severe angina pectoris, complete heart block, 
and syphilitic heart disease with aortic insufficiency, all 
of which notoriously are apt to lead to sudden death even 
with the patient at complete rest, add considerably to the 
operative risk.2-? In such cases elective surgical pro- 
cedures should be avoided. 


RHEUMATIC FEVER 


The anesthetist on occasion may be confronted by a 
patient who is sick with acute rheumatic fever, and yet 
needing emergency surgery. This was particularly true 
during 1941-1942 when there were outbreaks of rheu- 
matic fever in epidemic proportions among Army and 
Navy personnel throughout the country. In evaluating 
one of these patients preoperatively, it is particularly im- 
portant not only to check him for symptoms and signs 
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of cardiac decompensation, but also for pericardial effu- 
sion and any pulmonary or pleural involvement. When 
found, the effusion fluid should be aspirated prior to any 
emergency anesthetic and surgical procedure. In three 
personally observed acute rheumatic fever patients, defi- 
nite pneumonitis with marked pleural effusion was a 
complication. 


An important type of heart disease, not uncommonly 
met by the anesthesiologist, is so-called “thyrotoxic heart 
disease,” occurring in the 20 to 40 year age group. Here 
the heart and circulation is simply physiologically over- 
active as a result of the thyrotoxicosis, and auricular 
fibrillation, cardiac enlargement and congestive heart 
failure have developed. The standard preoperative admin- 
istration of 5 grains of potassium iodide or 5 drops of 
Lugol’s solution three times daily for a week usually 
slows the heart rate. Auricular fibrillation, common in 
thyrocardiacs, is not a contraindication to general 
anesthesia or surgical operation, but if there is time, it 
is wise to attempt first to control the arrhythmia by the 
administration of quinidine or digitalis. Often it will be 
difficult or impossible to control the auricular fibrilla- 
tion until the thyrotoxicosis is corrected by operation. 


During the years since 1912 when Herrick‘ first de- 
scribed the “Clinical Features of Sudden Obstruction of 
the Coronary Arteries,” cases of myocardial infarction 
have been recognized more and more frequently. In the 
Army it has been amazing to see a large number of 
coronary accidents in patients 20 to 45 years of age. 
Elective surgical procedures should be avoided on such 
patients until two to three months after their sedimenta- 
tion rage returns to normal, their electrocardiograms 
have become stabilized, and the patient is out of bed and 
about his daily activities.” 


Hypertensive heart disease is the most common and im- 
portant of all types of cardiovascular disease and has as 
its consequences, heart failure, cerebral hemorrhage or 
thrombosis, coronary heart disease, and renal insuffi- 
ciency. Coarctation of the aorta, a fairly common con- 


. genital abnormality, may give rise to a definite hyperten- 


sion in the brachial arteries. From the anethesiologists’s 
standpoint, patients with arterial hypertension are definite 
risks, since frequently a dangerous fall in blood pressure 
may follow the administration of a spinal anesthetic, and 
cerebral or coronary accidents may occur during a rough 
excitement stage in the course of induction with inhala- 
tion anesthesia. 


Cardiac arrhythmias may cause the anesthesiologist 
concern. One of the commonest arrhythmias encountered 
in daily life is the simple premature systole, usually of 
ventricular origin. Such arrhythmias occur at some time 
during the life of practically all persons and usually is 
of little importance. In susceptible individuals the occur- 
rence of premature systoles may be precipitated by men- 
tal and physical fatigue, and by’excesses of tobacco, tea, 
coffee, and alcohol. The appearance of frequent ventricu- 
lar premature systoles following an acute myocardial in- 
farction is considered by some cardiologists to be an in- 
dication for the immediate administration of quinidine in 
an effort to prevent possible ventricular fibrillation. 


Chloroform and cyclopropane may produce premature 
systoles, paroxysmal tachycardia, and in experimental 
animals, ventricular fibrillation and death. The sudden 
death of patients during anesthesia with these two agents 
is thought to have occurred through this mechanism. For 
this reason both White? and Adriani5 recommend that 
chloroform and cyclopropane never be administered when 
the heart is already irritable or diseased. This theoretical 
objection is a contraversial one and each case must be 
decided on its own merits. 


The matter of arrhythmias in relation to cyclopropane 
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anesthesia has been submitted to extensive study by vari- 
ous investigators.®.7-8 It has been demonstrated experi- 
mentally in dogs that during cyclopropane anesthesia the 
simultaneous administration of epinephrine or related 
amines further increases cardiac irritability and gives 
rise to more pronounced arrhythmias. In dogs, such a 
combination may produce ventricular fibrillation. A simi- 
lar combination in man may be equally dangerous and 
should be avoided. A number of drugs, including barbitu- 
ates, procaine morphine, atropine, and quinidine, have 
been utilized without consistent success in the prophylaxis 
and treatment of these arrhythmias during cyclopropane 
anesthesia.®, 10, 11 

Even during routine anesthesia with ether, premature 
systoles, paroxysmal tachycardia, and disturbances of the 
sinoauricular pacemaker are not uncommon. Usually they 
are of little importance, but the rapid pulse of paroxysmal 
tachycardia may cause alarm. Generally, the tachycardia 
subsides spontaneously, although it may require carotid 
sinus pressure. If that is unsuccessful, the intravenous 
administration of Cedilanid or quinidine may be advisable, 
although it is doubtful if this would be necessary during 
the average operation. 

ON CHOICE OF ANESTHETIC AND METHOD OF ANESTHESIA 

In the choice of an anesthetic agent and method of 
anesthesia for patients with cardiovascular disease, there 
is some variance of opinion. Despite the above mentioned 
abnormalities of cardiac rhythm which are common 
under anesthesia during operation, it must be remembered 
that anesthetics do not ‘cause heart disease. In view of 
the frequent occurrence of a variety of arrhythmias dur- 
ing cyclopropane anesthesia, even in the presence of ade- 
quate oxygenation, Adriani? recommends that one err on 
the side of conservatism and omit cyclopropane when 
choosing an anesthetic for patients with definite cardio- 
vascular disease. He is of the opinion that “ether, from 
the standpoint of effects on the heart muscle itself, is 
the best of the available anesthetic agents in cardiac dis- 
ease.” Ethylene apparently is a very satisfactory anesthetic 
from the cardiac standpoint and is preferred by Marvin} 
and White.’ Lahey!” likewise prefers the ethylene-oxygen 
combination for thyroidectomy in thyrocardiac cases. 

Circulatory collapse during spinal anesthesia occurs 
more frequently in subjects with cardiovascular diseases, 
such as hypertension or arteriosclerosis. Thus it seems 
wise to avoid spinal anesthesia, particularly “high spinals,” 
ie., above the 5 to 6 thoracic segments, in patients with 
cardiovascular diseases. If spinal anesthesia appears ad- 
visable for such a patient, closely supervised support by 
oxygen inhalation, ephedrine, and intravenous fluids will 
usually obviate the possible circulatory collapse.’ 

The advisability of using regional or “block” and*local 
infiltration anesthesia will depend not only upon the skill 
and dexterity of the anesthesiologist, but also upon the 
emotional make-up of the patient. Regional anesthesia 
given by a skillful anesthetist to a calm individual is the 
ideal from the cardiovascular viewpoint. 


7 7 7 


Altogether, the problem of an ideal anesthetic for 
cardiovascular cases is controversial. One of the prime 
factors in deciding upon an anesthetic procedure for a 
given case will be the anesthesiologist’s experience with 
a given method, thus avoiding’ undue emotional trauma 
to the patient in regional anesthesia and insuring a smooth 
induction and maintenance during general anesthesia. 

Collapse or death during anesthesia and surgical opera- 
tions is rarely due to heart disease, almost invariably 
being due to hemorrhage, trauma, anoxemia, or shock. 
Treatment of such collapse should be directed towards 
avoiding these causes. 

The rare case of cardiac arrest should be treated by: 
1. artificial respiration by means of rhythmic pressure on 
the rebreathing bag of a closed circuit with an endo- 
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tracheal tube in place, and 2. artificial circulation by 
means of rhythmic direct manual compression of the 
heart directly if the thorax is open, or indirect compres- 
son if the abdomen is open.!4 Otherwise, the thrusting 
of a needle through the right third intercostal space 
parasternally into the right auricle of the heart may ini- 
tiate cardiac activity. Hyman! has demonstrated that 
such stimulation of the auricle by needle prick is prefer- 
able to that of the ventricle because following the latter 
maneuver in dogs ventricular fibrillation is common. He 
further demonstrated that the initiation of a systole by 
the prick of a needle is by itself more important than 
is the injection of any substance, such as adrenalin. 


Postoperative cardiovascular complications may include 
paroxysmal tachycardia, paroxysmal auricular fibrillation, 
coronary thrombosis, and congestive heart failure.!® More 
common postoperatively than a serious cardiac complica- 
tion is the not uncommon complication of pulmonary em- 
bolism which may give rise to an acute ccrpulmonale 
which may be confused with coronary thrombosis or 
acute pulmonary edema of cardiac origin. The occurrence 
of pulmonary embolism demands the immediate investi- 
gation of the lower extremities for venous thrombosis, 
by means of diodrast venogram if necessary, and ligation 
of the thrombosed vein if one is found. 


IN. CONCLUSION 


In conclusion, it is to be emphasized that the problem 
of the ideal anesthetic for cardiovascular patients con- 
tinues highly contraversial and that at present it is prob- 
ably more important to choose the anesthetic procedure 
which is best adapted to a given anesthesiologist’s train- 
ing and experience. 

DeWitt General Hospital. 
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FILARIASIS* 


Compr. RicHarp B. Scuutz (MC), U.S.N.R. 
Oceanside 


ITH the exception of a very few medical schools 

the courses in tropical medicine have for many 
years consisted of a few lectures by instructors who re- 
viewed many subjects with which they had had little or 
no experience, This situation was reasonable as tropical 
disease for most of us was a negligible problem and clini- 
cal teaching material was almost entirely lacking. Such 
diseases as filariasis were remembered from student days 
only for the vivid illustrations in medical texts showing 
a woebegone native of the South Seas with an elephan- 
tine arm or leg or a vastly more pitiful creature dismally 
enthroned on a massive scrotal tumor. 


I. 


It was thus uninstructed that medical officers landed 
in the various islands in the Samoan Defense Area early 
in 1942. Within a few days all of us had seen dozens of 
otherwise healthy and happy Samoans obviously suffer- 
ing from filariasis. Inquiring as to the likelihood that the 
white man might contract the disease we were comforted 
by the information that the United States had maintained 
a Naval Station at Pago Pago for over forty years and 
though the tour of duty was eighteen months the diag- 
nosis had never been made in the case of Naval personnel 
and it had been no reason for concern. 


Long before the war the Samoans had been well in- 
structed in the principles of personal and public hygiene 
in government sponsored schools. The Medical Depart- 
ment of the Navy had conducted an excellent public 
health program, pure water sources had been provided 
and the proper facilities were provided for personal 
cleanliness. There is an excellent hospital for the care of 
acutely ill natives which includes a nurses’ training school. 
Especially well qualified pharmacist mates were detailed 
to important localities to teach hygiene, treat minor ail- 
ments and to act as sanitary inspectors under the super- 
vision of Naval medical officers. Under this system and 
with the experience of over forty years, contact with the 
natives was not considered as a source of acquired dis- 
ease and filariasis though a constant problem in the medi- 
cal care of the Samoans was the least of the personal con- 
cerns of Americans serving in that area. 


When one considers why the symptoms of filariasis did 
not appear among Naval personnel at the station for so 
many years, in the light of what we now understand 
about the epidemiology of the disease, the reasons could 
possibly be as follows: (1) mosquito control about the 
living quarters was excellent, (2) the living area was 
wind swept, (3) there was little or no reason for the 
majority of Naval personnel to be present daily in highly 
endemic areas especially at dawn or dusk, (4) the life 
was relatively easy requiring the minimum of physical 
exertion, (5) if symptoms did appear they were of minor 
intensity and subsided in due time after return to the 
mainland. 

7 7 7 


It was not more than a month or two after our arrival 
that we began to see a few Marines who had lived on 
the island for several months longer than we, complain- 
ing of swollen forearms, tender inguinal and axillary 
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glands. We searched diligently for hand and foot infec- 
tions, insect bites or evidence of allergic phenomena. In- 
guinal glands were easily explained on the basis of the 
ever preesnt fungus infection of the feet and adrenalin 
did seem to help some of the forearms. But no single 
medical officer had more than a few contacts with these 
cases and they were not discussed except in retrospect, 
much later. The idea that we were seeing early filariasis 
entered the minds of all of us but the burden of evidence 
was against the diagnosis and it was not until the cases 
began to appear in almost epidemic proportions that it 
was seriously considered. Unfortunately there were no 
facilities at the time to demonstrate the diagnosis. 


The American fighting man is by nature so friendly 
that it is a miracle he fights as he does. In no time after 
arrival he became a daily visitor in the hospitable homes 
of the Samoans, was learning their language, traded with 
them for native handiwork, loafed comfortably in the 
cool shade of the primitive houses and in perfect con- 
fidence swatted their infected mosquitos, too often too 
late. The bites itched but little and persisted only a short 
time so mosquitos were not considered too great a pest. 


Many of our camps were located near or even in the 
midst of native villages, living quarters frequently being 
buildings of native construction and for the reason that 
most of the militarily important points on the shore were 
already occupied by native villages and living in or near 
villages provided not only camouflage but were most ac- 
cessible to roads, trails and water. In order that the 
limited armed forces might use all their skill in estab- 
lishing and operating defensive installations, much of the 
manual labor was performed by native men who neces- 
sarily spent most of the daylight hours in close proximity 
with the Marines and Sea Bees. The natives, newly intro- 
duced to movies crowded to the outdoor performances, 
sitting with their new friends during the hour of dusk, 
the same mosquito population biting the same groups 
night after night. Thus for friendly as well as military 
reasons the mingling of Marines and natives was quite 
constant. 


At night all men were protected by nets and supposedly 
safe from mosquitos and the diseases they transmit. The 
nocturnal net produced an illusion of security for it was 
not until later that it was realized that the local vector 
of filariasis was a day biter, most voracious at dawn and 
dusk. Relaxation in the cool of the evening among 
friendly natives and their not too vicious mosquitos was 
never considered as hazardous. It is now obvious that our 
men were bitten by infected mosquitos from the first 
days in the area. 


After four months in Samoa, really not aware that 
filariasis was to be a problem, observations were con- 
tinued in another group of islands four hundred miles 
from Samoa, a group not under American government, 
where hygiene and responsible medical supervision was 
for practical purposes unknown. The endemic diseases 
were filariasis, probably 80 per cent, leprosy 10 per cent, 
yaws, tuberculosis and gonorrhea were household diseases; 
The native food supply was extremely limited and the 
problem of day to day survival was more important than 
cleanliness or mosquito control. It has been stated that 
this island is one of the most highly endemic filarial 
areas in the world with the exception of central Africa. 
Among the natives a well developed three limbed case of 
elephantiasis, unless the man was an obvious idiot, was a 
badge of distinction and made him a likely elder states- 
man. If a man survived all the locally available pesti- 
lences to the age of fifty he had been so thoroughly re- 
infected with filariasis that the normal course of the dis- 
ease provided a badge of survival and distinction. 


And here as in Samoa our men lived in the jungle. 
The island was so small that every tree, bush and leaf 
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was cherished as essential camouflage. To find a tent site 
the men cleared a sixteen by sixteen foot space in the 
bush and erected a sixteen by sixteen foot pyramidal tent, 
covering it with foliage if any part was exposed to the 
sky. To cut a palm tree, bush or other overhead cover 
without official permission could easily have been a court 
martial offense. The washing water, for lack of wells, 
was collected in tent flaps and drained into gasoline 
drums. They soon swarmed with mosquito larvae for 
there was no screening to cover them. The serious water 
shortage was reflected in the coconut shells that for years 
had carpeted the island, each one a rainwater container 
and hence mosquito breeder. Generations of water-starved 
natives had.depended on coconut water for drinking when 
working in the palm and banana plantations. From child- 
hood they learn to carry long knives all day with which 
to open the nuts for a drink, the shells were discarded 
and in them mosquitos bred. Other fallen nuts were 
opened by rats and crabs and became water containers. 
To ease the labor of tree climbing, notches had been cut 
in tree trunks and in the rot holes that developed other 
breeding spots were produced. In short, the requirements 
of survival had produced millions of water containers 
and mosquito breeders. 


Here again for military reasons and for water supply 
our camps were established close to or in the midst of 
native villages where infected mosquitos were concen- 
trated. Under the circumstances the best that could be 
done was accomplished, the military considerations being 
paramount and the medical problems imperfectly under- 
stood. 
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As weeks passed an increasing number of men appeared 
at sick call complaining of swollen arms, legs and testicles. 
We soon felt sure we were seeing the early manifesta- 
tions of filariasis. Eventually the symptoms and findings 
compelled us to evacuate patients to the base hospital in 
American Samoa for establishment of the correct diag- 
nosis. In the meantime the Force Surgeon, Captain I. W. 
Jacobs (MC), U.S.N., appointed Captain J. G. Dickson 
(MC), U.S.N., Senior Medical Officer, U. S. Naval Sta- 
tion, Tutuila, to head a Filariasis Commission to study 
the problem. The Commission’s preliminary report! was 
published in September, 1943, being followed by many ex- 
cellent papers by other writers on various phases of the 
subject. 

Manpower loss required action on our island. The epi- 
demiological facts were presented to our commanding 
officer who accepted them for action. He felt that if the 
island was going to be attacked from the air it would be 
so thoroughly that camouflage would not make much dif- 
ference. He felt that some protection could be sacrificed 
if it would conserve manpower. So an enthusiastic mos- 
quito control program was approved which finally left 
every camp a miniature park. In addition to clearing 
breeding and resting places high priority screening was 
finally delivered and employed as far as it would go. The 
mosquito crop was sharply reduced but in that lonely 
island the men continued to seek the company of their 
native friends, and though the danger was explained and 
prohibitions set up, visiting continued. It was impossible 
to police the whole island when we were short of men 
to man the defenses. But in due time, after at least a 
third of the personnel were known to be infected, the 
war moved on, by far the most effective preventive meas- 
ure employed. The men departed. 


Il. EPIDEMIOLOGY OF FILARIASIS IN SAMOAN AREA 


Throughout this experience much has been learned 
about the early manifestations of filariasis. The majority 
of the writers on the subject prior to this war studied the 
disease in native populations in the West Indies,? Poly- 
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nesia and Africa and for the most part their patients 
were those who had been reinfected for many years, in 
many cases to the point of marked elephantiasis. Little or 
nothing had been written on the disease by Europeans 
who comprised the largest numbers of foreign residents 
and at no time previously had so many thousands of 
young men from temperate climates been suddenly thrust 
into endemic areas and into living conditions so ideal for 
contracting the disease. 
v 7 7 


Of the six varieties of the disease classified as filariasis 
the one under discussion and the most common is known 
as Bancroftian filariasis known to be caused by the 
Wuchereria bancrofti. It is found in the tropics and sub- 
tropics between 24 N. and 24 S. latitude, is most con- 
centrated in the Samoan islands, Fiji, the West Indies 
and central Africa. 

The parasite, a nematode, is a thread-like worm, the 
adult being 4 to 10 centimeters in length and its embryo, 
the microfilaria, is about 200 to 300 microns in length. Its 
habitat is in the lymphatic glands and larger lymphatic 
vessels of the abdomen, pelvis, extremities and genitalia, 
lying tightly coiled close to the underlying fascia. The 
microfilariae are discharged in large quantities from the 
uterus of the females into the blood stream unless lym- 
phatic blockage prevents, the adult remaining in situ until 
its death. In natives who have been reinfected over many 
years and who supposedly have hundreds of females pro- 
ducing at all times, the microfilaria can be found in 
nearly every blood smear regardless of whether elephan- 
tiasis exists or not. In fact extensive lymphatic blockage 
may definitely reduce the number of microfilaria in the 
blood. In our minimally infected men‘ microfilariae are 
so rare that they have never been found and the one 
positive diagnostic finding has been denied us. The failure 
to demonstrate the microfilaria adds valuable evidence 
that the symptoms of filariasis are not due to the pres- 
ence of microfilaria in the blood. 


From natives who team with the organism, mosquitos 
may easily ingest them at any bite and one mosquito has 
been found to contain as many as thirty embryos.5 The 
ideal mosquito host and most common in the Samoan 
area is Aedes scutelaris var. psuedo scutelaris, a dawn, 
day and dusk biter. The microfilaria develops into the 
larval stage in the thorax of the mosquito and. after 
fourteen days reaches the head and proboscis from which 
it is deposited on the skin or enters the capillaries either 
through the puncture wound or a penetrating mechanism 
of its own. It is then entrapped in a lymphatic gland or 
lymph channel where in two or three months it reaches 
adulthood and after fertilization reproduces. 


The mosquito breeds by preference near human habita- 
tion in shells, cans, rainbarrels, sagging canvas, fallen 
tree trunks, rot holes, boxes, bottles, metal fixtures, 
trailer or truck bodies or any place that can hold a few 
ounces of water for five to ten days. It is rare in ground 
puddles or swamps, is a day feeder especially in dense 
shade at dawn and dusk and will attack in strong day- 
light even in a breeze and rarely bites at night unless 
disturbed. It rests in grass, vines, underbrush, beneath 
houses near the ground and where protected from the 
light, usually close to its breeding and feeding area.5 


Its flight range is short, a fact demonstrated by Byrd, 
St. Amant and Bromberg in their excellent study in the 
Samoan area,> where it was shown that the number of 
infected mosquitos captured at the periphery of a native 
village was remarkably small as compared to those found 
at the center of the same village. They showed that 
where in the center of a village mosquitos were 25 per 
cent infected, fifty yards from the center. the infected 
rate drops to 4 per cent and at a hundred yards only an 
occasional mosquito will contain larvae. They also demon- 
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strated that persistent winds shift the center of concen- 
trated infection to the lee side of the village even when 
it is jungle bound, such villages usually being inland, as 
the natives have long chosen the breezy shores on which 
to live, the lee shores being considered almost unin- 
habitable. 

Byrd and his colleagues investigated the degree of in- 
fectation among the natives and were easily able to 
demonstrate it to be present in from 20 to 50 per cent 
and there are reports as high as 80 to 90 per cent. The 
peak of demonstrable infection has been shown to be be- 
tween the 20th and 40th years and that children under 
two years rarely have sufficient to be demonstrable. 

The presence of such diseased natives in a Marine 
camp every day was shown to produce 13 per cent in- 
fected mosquitos. They were accustomed to walk through 
the camp twice daily to and from their work and when 
traffic was stopped the infected mosquitos dropped to 
1 per cent. 
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These remarkably complete studies on the epidemiology 
of filariasis in the Samoan area were unpreventably too 
late to help the men already infected but they did result 
in certain conclusions that will be valuable when again 
large numbers of troops must live in a highly endemic 
area. They are as follows: 

1. Breeding habits of the vector preclude effective 
eradication in jungle choked areas, being better accom- 
plished in small camps where the breeding rate can be 
kept at the minimum. 

2. Complete eradication of mosquitos can only be ac- 
complished in the small atoll type of island in which the 
land mass and dense jungle growth present little or no 
problem. 

3.-Short flight range of the vector makes hyperendemic 
areas small and controllable in villages and camps 


Precautions are as follows: 


1. Troops and natives should not be quartered in the 
same area, at least 500 yards should separate them. 

2. Where this is impossible camps should be to the 
windward of native dwellings. 

3. Natives should be kept out of camps and essential 
workers among them should be checked by blood smear 
for infection. 

4. Troops should be forbidden to enter native villages 
in the daytime, but if necessary they should be properly 
dressed and should use mosquito repellents. 

5. Screened quarters, bed nets and mosquito control 
measures should be employed. 

6. Breeding places, resting places such as grass, vines 
and bushes should be removed up to 100 yards from the 
camp. 


Tissue Reactions: 

Though biopsy of involved glands may show the adult 
parasite it is now known to be an unnecessary and pos- 
sibly harmfu! procedure. Zukerman and Hibbard® have 
made an essential study of 62 lymph nodes removed from 
patients obviously suffering from filariasis. Their conclu- 
sions are as follows: 

1. Infestation with Wuchereria bancrofti is accom- 
panied by a generalized disturbance of the reticulo-en- 
dothelial system which manifests itself as a hyperplasia 
of these specialized cells. 

2. The endothelium of the lymph channels is similarly 
affected and the end “result is an obliterative endo- 
lymphangitis. 

3. Local eosinophilia is due to the presence of the para- 
site, usually the result of a dying parasite. 

4, There was no evidence of bacterial infection as a 
cause of the lymphangitis. Furthermore the failure of 
any response to sulphonamide therapy argues against any 
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cause except the worm or its toxic disintegration products. 

5. The plugging of the lymphatic channels by the 
worm causes a backing up of toxic products centrifugally, 
which would account for the so-called retrograde lym- 
phangitis. 

From the clinical standpoint the lesions are of two 
kinds, a persistent nodular lesion surrounding an adult 
worm or its remains and a diffuse transient rotrograde 
lymphangitis presumably a sensitization phenomenon due 
to a diffusible agent released from a worm which may 
be some distance from the lesion. The lymphangitis is 
non-bacterial with involvement of the extremities and 
genitals primarily. There may be in addition localized 
areas of itching skin or swellings of the forehead, en- 
couraged by tight hat bands and probably allergic in 
origin. 

The early symptoms which brought the patients to the 
attention of medical officers were swollen forearms, 
thighs, legs or scrotum with accompanying enlarged 
glands in the drainage area of the parts involved. Often 
with the swelling there would be the appearance or his- 
tory of a wide red streak running down the inner aspect 
of the thigh or volar aspect of the forearm and there 
would be slight fever with occasional chilling, moderate 
nausea and vomiting and chest or abdominal pain. There 
frequently was the history of having just recently spent 
many hours on a working party, field problem or other 
activity requiring vigorous exercise. Recent trauma such 
as a sprain, fracture, bee sting or appendectomy would 
be followed in from one to seven days by the characteris- 
tic findings in the involved extremity or anatomically 
related area. 
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The writers whose experience was limited to Samoa 
have not emphasized the cases resembling acute pyelitis 
or renal colic. On our island we saw many men whose 
first complaint was costovertebral pain, mild fever and 
radiation of pain into the testicle. The urine would be 
negative except for a few red cells and flat roentgen- 
grama showed no stone. Within forty-eight hours the pain 
would leave the flank, gradually descend along the course 
of the ureter into the lower abdomen and finally into the 
respective spermatic cord where the obvious swelling 
could be palpated. So-called recurrent pyelitis was one 
of our earlier mysteries. 


Too frequently an abdominal crisis would suggest acute 
appendicitis without much leukocytosis, but when we op- 
erated on these patients a normal appendix was found 
with moderately enlarged illiac glands and occasionally 
up to a liter of clear fluid in the pelvis. A few days later 
many developed genital symptoms of filariasis. Thus we 
learned to palpate carefully for pelvic glands in question- 
able cases. In a few men who had extremely scaphoid 
abdomens a lateral view would reveal the contours of 
swollen glands. Blood counts in all phases of filarial 
attacks were not helpful. 


The marked periodic fatigue and mental depression 
was difficult to understand at first. Until most of the 
medical officers had experienced one or more attacks it 
was easy to accuse some of the men of “gold bricking.” 
We were painfully embarrassed when inconsistent symp- 
toms finally clarified themselves. We also began to under- 
stand the indolence of the Natives. 
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In summary, actual physical findings consisted in one 
or more of the following: acute retrograde lymphangitis 
on the medial surface of the thigh or the volar surface 
of the forearm or arm and in several cases the breast 
was acutely involved. There were retrograde red bands 
or streaks that were not hot and seldom tender, indurated 
lymphatic cords in arms, thigh and neck, palpable cervi- 
cal, axillary, epitrochlear or inguinal glands, the elongated 
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spindle shaped inguinal nodes being most characteristic. 
The genital lesions showed swelling and tenderness of the 
spermatic cord in the inguinal canal and scrotum, orchitis, 
hydrocele, epididymitis, vasitis, varicocele and edema of 
the scrotal skin. Epididymitis and swelling of the sper- 
matic cord was the most common genital lesion, being de- 
scending, retrograde or centrifugal. All findings were 
exaggerated by exercise and. improved following rest. 
Differential diagnosis included mainly bacterial lymphan- 
gitis, appendicitis, pyelitis, renal colic, hernia, hydrocele 
and gonorrheal epididymitis. Huntington,’ after extensive 
investigation of skin tests in which he employed extracts 
of the filaria found in dogs, has come to the conclusion 
thatethey have not proved of value in the diagnosis as 
they are non-specific among nematode infestations. 
7 7 7 
The mental reactions of the men were most interest- 
ing. There were three varieties: 


1. A mental depression and irritability probably of a 
toxic nature, a state adequately testified to by the medical 
officer patients who had no anxiety about the genital 
lesions. Rome® has emphasized the Freudian interpreta- 
tion of these states and in the frightened non-medical 
personnel it may well have significance. However many 
of us feel sure there is more than psychic trauma. 


2. Sexual anxiety concerning the genital lesions based 
on fear for potency and fertility. The fertility of the 
natives and of the men newly married after return to 
the States can well discount that fear. Sections from the 
cords of natives have shown that the lesions about the 
vas are non-constricting. 


3. The last group of psychologically concerned men 
were those who welcomed the disease as a potential ticket 
home. A few were known to have applied elastic bands 
about the scrotum at night to provide convincing swelling 
at sick call the next morning. 
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What of the future of these men? It appears that all 
is well. Since the disease does not reproduce itself with- 
out the intermediate mosquito vector it cannot progress 
outside of endemic areas where reinfection is expected to 
continue. Attacks that appear after returning to this 
country are explained by the disintegration of the worms 
that are still present. At Klamath Falls, Oregon, where 
thousands of these patients have been observed under the 
most rigid trial conditions, it is the opinion of the staff 
that the problem of filariasis is rapidly clearing and is 
largely a thing of the past. New admissions, recurrences 
and symptoms are rapidly disappearing and it is expected 
that the vast majority of those who have not already 
been, will be returned to full duty in non-endemic areas. 

It should be emphasized that though some of the first 
attacks have occurred after return to the United States 
it is no reason for anxiety but rather is an indication that 
each recurrence indicates debility or death of the parasite 
and is a favorable sign, especially as the attacks become 
progressively more mild and at longer intervals. 
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No specific treatment has been found. The best results 
have been obtained following rest, evacuation from en- 
demic areas, more rest, gradual increase in physical activ- 
ity and reassurance. For many years antimony has been 
suspected of having some value. Recently it has received 
more attention but this writer is not familiar with its 
use or the results to date. The filariasis problem is be- 
coming so unimportant that it is doubtful if antimony 
will be employed in this country in a sufficient number of 
cases to demonstrate its worth. In consultations with 
many of these returned patients I have been convinced 
that the proper explanation of the nature of the disease 
with reassurance is of paramount importance. Such dis- 
cussions: are particularly valuable, when conducted by a 
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medical officer who has had the disease and has no 
anxiety about it. 

For physicians in civilian practice who possibly may 
see cases of recurrent filariasis it should be emphasized 
that this disease must be added, for purposes of differen- 
tial diagnosis, to the list of those diseases involving the 
reticulo-endothelial system and must be considered in the 
diagnosis:of permanent or fugitive swellings of all kinds 
in men who have lived in endemic areas, especially 
swellings of the neck, axilla, groin, extremities and the 
genitalia.6 It should be emphasized that removal of sus- 
pected glands is not necessary and may be harmful. 


SUMMARY AND CONCLUSIONS 


Filariasis in members of the Armed Forces serving in 
the Samoan defense Area was disease of considerable 
medico-military importance. It can be adequately though 
imperfectly controlled by reducing the breeding of the 
mosquito vector, restricting contacts with infected native 
populations, in their dwelling, recreational, and working 
areas, plus the use of protective clothing and mosquito 
repellents. Filariasis produced a high percentage of par- 
tial military ineffectives, though they were not incapaci- 
tated. When patients are removed from endemic areas 
and reinfection is no longer possible, the disease is self 
limited, the symptoms recur at increasingly prolonged in- 
tervals, and can be expected to disappear completely. It 
is not expected to be a public health problem even in 
parts of this country where the vector is present. for the 
microfilariae have never been demonstrated in the blood 
of any of our patients, and the possibility that even one 
microfilaria might be transmitted is extremely remote. 
Civilian physicians who may see certain of the men who 
have served in endemic areas should consider filariasis in 


differential diagnosis lest error lead to inadvisable therapy. 
U. S. Naval Hospital. 
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Filariasis.—Filariasis, the nasty tropical disease— 
the natives call it “Mu-Mu’—which some of the boys 
brought back from the boondocks of the South Pacific— 
nearly 10,000 men were eventually diagnosed as proven or 
suspected cases—is the reason Captain Lowell T. Cogge- 
shall, MC, U.S.N.R., tropical disease expert, is receiv- 
ing this year’s Gorgas Medal, established by Wyeth In- 
corporated, in memory of Major General William Craw- 
ford Gorgas. 

Captain Coggeshall convinced the boys that the disease 
—it causes severe aches and swelling in lymph glands and 
channels—not only could be cured, but would not, as they 
feared, leave them impotent or sterile. The birth rate 
among married men at the rehabilitation center at Klamath 
Falls, Oregon (Coggeshall had encouraged married men 
to bring their families) was twice as high as the average 
for men in their age group! 


1 
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ATELECTASIS OF THE NEWBORN* 


TREATMENT BY BRONCHOSCOPIC DRAINAGE 


Haroip Owens, M.D. 
Los Angeles 


TELECTASIS of the newborn has always been a 

serious condition and one which has been very diffi- 
cult to treat. Unfortunately, the usual conservative meas- 
ures in treatment are often inadequate, and the infant 
frequently expires of exhaustion. 


Your speaker wishes to present the procedure of 
bronchoscopic aspiration to this group as an adjunct in 
the treatment of severe cases of congenital atelectasis due 
to obstruction of the bronchi by body secretions. 


In order to present a better’ series of. cases, he will in- 
clude those bronchoscoped by Dr. Howard House. We 
have each done about an equal number of cases and 
arrived at the same statistical results while working in- 
dependently. Twenty-three cases have been bronchoscoped 
during the past eighteen months and the results have been 
gratifying. 

Woodward and Wadden! presented five cases of new- 
born atelectasis and quoted seventeen other cases of Dr. 
Maurice G. Buckles that were treated by bronchoscopic 
aspiration. Their article stimulated the interest of some 
of the pediatricians in the Los Angeles area, so that now 
bronchoscopy has been performed on twenty-three pa- 
tients who had not responded to conservative therapy, and 
in which exhaustion of the infant seemed inevitable. It 
is the belief of your speaker that all the men who have 
had cases will agree that the type of patient that has 
been helped had been adjudged almost hopeless by them. 


PORTABLE INSTRUMENT 


Very little equipment is necessary .for the procedure 
and I have a portable set of instruments so the broncho- 
scopy can be done without moving the patient. This is 
very important in view of the extreme exhaustive state 
found in most of these infants. 


PHYSIOLOGY AND PATHOLOGY 


According to Brennamen,? in intrauterine life the 
child’s lungs are atelectatic. Twenty minutes after birth 
there is a 17 cc. air capacity, and three to six hours after 
birth the capacity is about 36 cc. Normally it is several 
days before the lungs have completely expanded. This 
expansion becomes complete first in the anterior borders 
and apices. The paravertebral, central and. posterior por- 
tions are the slowest to expand. 


Patterson and Farr? present strong evidence in sup- 
port of the hypothesis that the human fetal respiratory 
tract is not inert in utero, but is subject to rhythmic 
respiratory movements, during which there is a tidal flow 
of amniotic fluid through the bronchial tree and alveoli. 
Examination of lung secretions of neonatal deaths, some 
stillborn, showed amniotic fluid present. That this is not 
entirely due to passage through the birth canal, as is gen- 
erally thought, is shown by the fact that some of these 
cases were delivered by Caesarean section. Snyder and 
Rosenfeld‘ showed that India ink injected into the amni- 
otic sac is followed shortly by the appearance of this 
material in the pulmonary alveoli of the animal fetus. 

Wilson and Farber® feel lack of expansion in pre- 
matures is not a failure of respiratory effort in many 
instances, though this may be weak, but that it is due to 
cohesion of moist surfaces of the air passages. This con- 
dition may, of course, be emphasized by any disturbance 


** Read before the Section on Pediatrics, at the Seventy- 
fourth Annual Session of the California Medical Asso- 
ciation, Los Angeles, May 6-7, 1945. 
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in the respiratory center, imperfectly developed thoracic 
mechanism or through obstruction of bronchi: by aspira- 
tion of amniotic fluid, mucus or blood. 


INDICATIONS FOR BRONCHOSCOPIC INTERVENTION 


The indication for bronchoscopic itnervention ‘is “any 
condition in which there is mechanical obstruction’ of the 
trachea or bronchus, not correcting itself spontaneously 
or with the use of approved conservative therapy, and 
which appears to be leading to the infant’s exhaustion. 


SIGNS AND SYMPTOMS : ot 


The classical picture of newborn atelectasis secondary 
to bronchial obstruction is herein presented: 

1. Progressive dyspnea with cyanosis, most marked 
after crying or other effort. This may often be tem- 
porarily relieved with oxygen. When these symptoms are 
not present, listlessless and pallor are usually noticed. 

2. Suprasternal retraction with diaphragmatic tug on 
the lower ribs and diminished thoracic expansion on one 
or both sides, associated with suppressed breath sounds 
with or without percussion dullness. 

3. Coarse inspiratory rales and areas of localized 
emphysema. Coarse moist rales are an important finding 
and are usually absent in cases not due to obstruction 
from body secretions. 

4. Dehydration. 


5. X-ray of the chest will usually show a rather com- 
plete atelectasis of one or more: lobes. An x-ray should 
be made when possible in every case, but the aN 4s 
made primarily on the clinical picture. 


"> 6 


COMMENT 


A case which fulfills the above requirements and which 
does not respond to the usual conservative therapy should 
be considered a candidate for bronchoscopic treatment. 
Because of the great variations in the-clinical picture, and 
rapid changes in the condition of such infants, final: de- 
cision as to need for treatment should rest with the 
bronchoscopist and pediatrician. 

Twenty-three patients have been bronchoscoped with 
eight deaths, representing a mortaltiy of thirty-four and 
seven-tenths per cent (34.7 per cent). In these’ eight’ pa- 
tients with unfavorable ending, the diagnosis. of true 
congenital atelectasis due to bronchial obstruction was hot 
established with certainty prior to bronchoscopy. With 
some hesitancy, however, the patients were bronchoscoped, 
only to reveal little bronchial secretion. Subsequent post- 
mortem examination revealed that only two of the eight 
deaths were due to true atelectasis, and the remaining 
six patients were found to present cerebral hemorrhage, 
congenital aplasia of the brain, diaphragmatic hernia, 
pneumonia, congenital heart and massive patchy atelec- 
tasis not due to bronchial obstruction. ‘The corrected 
mortality rate, after the above complications are elimi- 
nated, would be two deaths in ‘seventeen cases of true 
atelectasis, or eleven and seven-tenths per cent <n. 7 per 
cent). 

Your speaker would like to emphasize that you ‘not 
become overzealous in choosing cases. In view of the ex- 
perience in the above instances, I feel it is imperative, 
prior to bronchoscopy, to rule out by every means at our 
disposal the various pathological entities that may. re- 
semble congenital atelectasis due to bronchial obstruction. 
These include asphyxia, congenital disease of .the heart 
and blood vessels, congenital cystic lung, cerebral trauma, 
blood dyscrasia, pulmonary infection, - diaphragmatic 
hernia and congenital fetal atelectasis. on 

Careful examination of the respiratory rate and rhythm 
of. the infant, will aid in eliminating distress due’ to 


‘cerebral. injury. 


Just what is. the ‘mechanism. that makes the henmahe- 
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scopy successful, I am not sure. In all patients mucus 
has been sucked from the bronchial tree, but in only one 
patient have I obtained a thick, stringy mucus plug from 
one bronchus. If cohesion of surfaces tends to promote 
atelectasis, perhaps instrumentation helps to relieve this 
condition. 

Following bronchoscopic aspiration, there is usually a 
progressive improvement in the infant’s respiration. 
However, complete relief most frequently occurs six to 
eight hours after instrumentation. This is apparently 
due to removal of secretions from the larger bronchi 
allowing the smaller terminal branches to drain. 

Newborn atelectasis most commonly occurs in prema- 
mature patients. In our series, nineteen of the twenty- 
three patients bronchoscoped were in this category, repre- 
senting eighty-two and six-tenths per cent (82.6 per cent). 
The smallest infant treated was a four pound, four ounce 
(4 Ib., 4 oz.) twin. Another weighing four pounds, seven 
ounces (4 lb., 7 oz.) and seven weeks premature, was 
likewise bronchoscoped and in both instances the infants 
went on to normal development. 

The procedure of bronchoscopy seems to produce little, 
if any shock to these babies. Likewise, laryngeal edema 
does not develop secondary to instrumentation. This is 
due to two factors: first, the length of time consumed in 
the procedure is less than four minutes, and second, the 
type of bronchoscope used produces little trauma to the 
glottic chink 

The bronchoscope used is the new improved three 
millimeter hronchoscope devised by Dr. Simon Jesberg.® 
While offe1ing the same inside diameter, it is about one 
millimeter smaller in its outside diameter than the old 
Jackson instrument. Consequently this instrument passes 
through the smallest glottic chink without difficulty, and 
subsequent laryngeal edema is prevented. 


SUMMARY 


1. The etiology of the newborn atelectasis is not fully 
understood. 

2. Selected cases of newborn atelectasis secondary to 
bronchial obstruction, which fail to respond to conserva- 
tive treatment, are materially benefited by bronchoscopic 
aspiration. 

3. Most cases of atelectasis occur in premature infants. 

4. Bronchoscopic aspiration of the newborn is a rela- 
tively benign procedure when properly performed. 

5. The improved three millimeter Jesberg bronchoscope 
is the instrument of choice in cases of newborn atelectasis. 

1052 West Sixth Street. 
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Girolamo Fracastoro (1484-1553),— Fracastoriu8, as 
he was generally known, made his bid for fame in such 
varied fields as geology, astronomy, and poetry. In medi- 
cine, he is chiefly remembered by a kind of medical poem 
on syphilis, “Syphilidis sive de Morbo Gallico,” from 
which the disease obtained its present name. In his book. 
“De contagione,” Fracastorius gave expression to his 
idea of the germ theory in infection (seminaria con- 
tagionum), which bears a superficial resemblance to mod- 
ern doctrine —Warner’s Calendar of Medical History, 
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CLINICAL NOTES AND CASE 
REPORTS 


STAPHYLOCOCCUS AUREUS 
ENDOCARDITIS* 


TREATMENT WITH PENICILLIN—REPORT OF CASE 


Rosert E. Hoyt, Pu.D. 
AND 
FRANKLIN Ex_more Bissett, M.D. 
Los Angeles 


INCE the successful employment of penicillin in the 

treatment of bacterial endocarditis caused by Strepto- 
coccus viridans, numerous reports have appeared in which 
the drug has been used in Staphylococcus aureus endo- 
carditis, with uniformly negative results. In the case to 
be presented, the diagnosis of stapylococcus endocarditis 
is supported by the prolonged bacteremia, the character 
of the murmurs, and the appearance of the emboliform 
lesions during the course of the infection. ~ 


REPORT OF CASE 


Upon admission the patient, a 23-year-old white male, 
gave a history of an illness, several years previous, which 
had been diagnosed as arthritis with fever. Palpitations 
were stated to occur upon exertion. The immediate com- 
plaint was pain under the left scapula and moderate fever 
of one day’s duration. Examination revealed a soft dias- 
tolic murmur over the aortic area, a loud P, sound, and 
acute pharyngitis. X-ray examination showed a moder- 
ately enlarged left ventricle. The temperature declined 
from a high of 100.8° F. on admission to 98° F. on the 
fifth day after admission. During this period the patient 
received sulfadiazine and sulfamerazine. On the fifth day 
after admission the temperature rose abruptly to 104° F. 
A blood culture taken at this time showed the presence of 
a coagulase-positive Staphylococcus aureus. A diagnosis - 
of staphylococcus endocarditis was made, and sulfadiazine 
and sulfamerazine were given alternately, from 1 to 2 
grams every four hours, from the sixth to the eighth day. 
On the ninth day after admission intramuscular penicillin 
therapy was begun, 10,000 Oxford Units being admin- 
istered every 2 hours. Treatment was continued for 14 
days, with the interruption of therapy on 2 days because 
of the lack of penicillin. Seven blood cultures were positive 
up to the eighth day of penicillin therapy; thereafter 12 
cultures were negative and none positive. The patient’s 
temperature fluctuated between 98.6° F. and 100° C. dur- 
ing the entire period of penicillin therapy. When 1,680,000 
units of penicillin had been given, the lack of further sup- 
plies forced discontinuation of its use on the 23rd day of 
hospitalization. At that time sulfamerazine administra- 
tion was resumed for 10 days (1 gram every 6 hours), 
during which time the patient’s temperature became nor- 
mal. He was discharged on the 34th day of hospitalization. 

On the tenth day small red papilliform areas were ob- 
served on both hands, one foot, the forehead and on the 
back. These gradually disappeared during penicillin 
therapy. The blood picture was within the normal range 
during the entire period of illness except for a moderate 
leukocytosis (9,900 w.b.c. per cu. mm.) at the time of the 
highest fever on the fifth day. 


At the present time, 18 months after admission to the 
hospital, the patient is free from all symptoms related to 
this episode. Blood cultures taken during the intervening 
period have been uniformly negative. 


SUMMARY 


In this case the clinical and laboratory findings indi- 
cate a Staphylococcus aureus endocarditis, possibly based 
upon an old rheumatic lesion, which failed to respond to 
sulfamerazine treatment. Prolonged penicillin therapy 
(1,680,000 Oxford Units were given over a period of 14 
days) followed by sulfamerazine for 10 days, resulted 


* From the Institute of Experimental Medicine, College 
of Medical Evangelists, 312 North Boyle Avenue, Los An- 
geles 33, California. 
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in the disappearance of organisms from the blood stream 
and has apparently brought about permanent recovery. 


BLOOD TRANSFUSIONS AT THE SAN 
FRANCISCO HOSPITAL* 


J. C. Getcrr, M.D. 
San Francisco 


Tr E blood bank at the San Francisco Hospital began 
functioning in December, 1939. From that date to 
July 31, 1945, a total of 12,347 transfusions have been 


given, about 10 per cent using plasma, 90 per cent whole 
blood. 


Case histories in which definite reactions were experi- 
enced have been reviewed only for a three-year period, 
(July, 1941-June, 1944). There has been no attempt to 
classify the diagnoses in which transfusions were indi- 
cated, infections, injuries, operative procedures and the 
like. Interest, rather, has been directed to the cases show- 
ing a reaction and the type of such reactions. 


For the three-year period, 250 cases were found with 
reactions, a little less than 4 per cent of the total trans- 
fusions recorded in that time, 6812. The number of trans- 
fusions and reactions is shown by months for each fiscal 
year in Table 1. 


As indicated in Table 2, chills and fever either singly 
or together were the reactions found in 151 or 60 per 
cent of the cases. Allergic reactions, urticaria, itching, 
hives, were found in 57 cases or about 23 per cent of 
them, while 19 or 7%4 per cent showed jaundice. 


In reference to jaundice as a reaction, it should be men- 
tioned here that transfusions have been suggested as a 
probable cause for the appearance, after a comparatively 
lengthy interval, of symptoms resembling catarrhal 
jaundice.1 Two such cases were noted in the records 
studied. 


TaBLE 1.—Transfusions ‘and Reactions—Blood Bank of 
San Francisco Hospital 


1941-1942 
Trans- Reac- Trans- Reac- 
fusions tions fusions tions 


11 183 
8 235 
10 205 
7 231 
138 
214 


3 273 
174 
6 233 
258 
277 
9 217 
7 


1942-1943 1943-1944 
Trans- Reac- 


fusions tions 


Months 


1 


~ 
NWOWBWNOS ATS -1005) 


8 
4 
7 
2 
2 


5 
11 
13 
11 

6 

4 

5 

5 

5 

6 

3 

1 


Totals ...2090 8 2638 
Per cent reaction 3% 


2% | a 


75 
2% 3.6% 


TABLE 2.—T ype of Reaction 


1941 1942 1943 
Type 1942 1943 1944 Total 
Chills 22 11 47 
Fever acai 16 12 37 
Chills and Fever...... 25 14 67 
Allergic “one ae 14 20 57 
Jaundice ‘ 10 19 
Hematuria . ta 3 
Hemoglobinuria es 1 2 
Hemolytic ap oe 1 
Questionable .. 7 17 


Per cent 
of total 
18.8% 
14.8% 
26.8% 
22.8% 


75 


* From the Office of the Director, Department of Public 
Health, City and County of San Francisco. 
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Casé 1—Lung abscess-multiple transfusions of whole 
blood, from December, 1943 to February, 1944, with no 
significant reaction. Readmitted to hospital May 3, 1944 
with catarrhal jaundice. 

Cast 2.—Injury-transfusion May 4, 1945, one unit each 
pooled plasma and whole blood. Ten weeks later, diag- 
nosis jaundice. (Complete detail on this case not yet 
available.) 

That blood transfusions do sometimes result fatally 
may be an established fact and it is possible that con- 
firmation can be found in the blood bank records or 
autopsy findings; but statistically, where the only source 
of information is a briefed statement on a death certifi- 
cate, assignment of a cause of death to this source is 
practically an impossibility. From records at the San 
Francisco Hospital three cases have appeared recently 
in which the cause of death has been attributed directly 
to blood transfusion. One of these has been discussed at 
some length by Captain Edmond C. Alberton, M.C., 
A.U.S.2 In only one of these cases has the death certifi- 
cate made any mention of the transfusion. In five other 
cases of record the evidence does not seem sufficient defi- © 
nitely to attribute the death to this cause, although it is 
a-suspected cause and probably accepted as a fact in some 
instances. The death certificate in none of these cases 
makes mention of a transfusion. 

101 Grove Street. 
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California Physicians to Promote Insurance Plan 


The California Medical Association on September 7, 
announced plans for a Statewide campaign to promote 
voluntary health insurance. The purpose is to make medi- 
cal and hospital care more generally available on a budget 
basis. 

Through expansion of the California Physicians’ Serv- 
ice, now having a membership of 190,000, the C.M.A. 
will attempt to meet growing demands for prepaid medi- 
cal care. Other voluntary health insurance systems also 
will be promoted in the newspaper advertising and sales 
campaign, beginning early next year. 

The plans were announced before the Assembly interim 
health care committee, at Los Angeles, and through the 
San Francisco C.M.A. office. 

“We believe that within a period of a very few years 
the great majority of the people of our State, as a re- 
sult of this program, will have their health needs cared 
for on a pre-payment basis,” Dr. E. Vincent Askey, 
Speaker of the C.M.A. House of Delegates, announced. 

The C.M.A. announced it still opposed compulsory 
health insurance and declared it believed the State gov- 
ernment should encourage voluntary health insurance pro- 
grams. 

A statement of principles submitted to the Assembly 
Committee included prepaid medical care, and distribu- 
tion of costs so as to guarantee the finest possible medi- 
cal care and prevention of deterioration in the quality of 
service. 

The statement stressed the necessity for voluntary 
rather than compulsory health insurance as best both for 
the patient and the doctor. 

With the closing of war industries, many of which 
carried prepaid medical care facilities for workers and 
their families, sponsors of the California Physicians’ 
Service, pioneered by the C.M.A., believe there will be 
an increasingly larger number of persons joining the 
C.P.S. system.—San Francisco Chronicle, September 8. 
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OFFICIAL NOTICES 


Concerning Relocation of Physicians Returning 
from Military Service 


California Procurement and Assignment Service for 
Physicians has issued the important announcement which 
follows: 


(copy) 
FepERAL SEcuRITY AGENCY 
Procurement and Assignment Service For Physicians 
Room 1331, 450 Sutter Street 
San Francisco, October 25, 1945. 


7 4 7 


To: Chairmen and Members of the County Committees 
of Procurement and Assignment Service, Northern 
California. 


From: Harold A. Fletcher, M.D., California State Chair- 
man’ for Physicians Procurement and Assignment 
Service. 


SusyeEct: Relocation of Physicians Returning from Mili- 
tary Service. 


During the last few months since V-E and V-J days 
this office has been concerned with the problem of relocat- 
ing physicians being discharged from the military forces. 
With the help and advice of the county chairmen and 
the secretaries and officers of the state and county medical 
societies certain definite policies have gradually been de- 
veloped. As’'Chairman of the Procurement and Assign- 
ment Service for Northern California, as well as Chair- 
man of the Postwar Planning Committee of the Califor- 
nia Medical Association, I made a report of these policies 
to the meeting of the Council of the California Medical 
Association held in Los Angeles on October 21, 1945, and 
asked their approval of these policies. After thorough 
discussion, the following policies were given unanimous 
approval, and I am, therefore, giving you an outline of 
these policies in order that there may be general uni- 
formity in the classification of physicians in your counties 
during the next six months or more when it is expected 
a large number of physicians still in militar; service will 
return to their former locations to resume private prac- 
tice. These policies have been worked out on the assump- 
tion that every physician in California, who has served 
in the military forces, deserves every protection and help 
in becoming reéstablished in his former location on his 
release from service. It further assumes that, until these 
men have had an opportunity to return to their former 
locations, every effort should be made to keep new physi- 
cians from locating in those places where their presence 
might seriously disturb the rehabilitation of the physician 
not yet released. 

The State Chairman of ‘Procurement and Assignment 
Service still has the responsibility of classifying physi- 
cians as essential or non-essential on the advice obtained 
from his county committees and other sources. The Pro- 
curement and Assignment Service has no authority to tell 
a physician that he can or cannot, or must or must. not 
locate anywhere. However, during the emergency almost 
all county societies voluntarily passed regulations that, 
during the emergency, no new physician would be con- 
sidered eligible to membership in the county society unless 
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he was classified as essential by the Procurement and 
Assignment Service, as the Procurement and Assignment 
Service was and is the only agency authorized to so 
classify physicians as essential or non-essential. The 
county medical societies are now rightfully taking the 
stand that the emergency will not be over until there is 
more or less complete demobilization and there is a more 
or less complete return of physicians to their former 
location. These societies are, therefore, rightfully continu- 
ing to consider a physician ineligible who moves into a 
new location in which he is not classified as essential by 
Procurement and Assignment Service. This is of greatest 
importance, as you all know of the forecast of the in- 
tended location of thousands of physicians in California 
who previously practiced in other states. 

The, following policies should be followed, giving care- 
ful consideration to the merits of each case and making 
these policies flexible and commensurate with the actual 
needs of the various counties or areas and towns in the 
counties. The necds of the various locations in the county 
for medical care should be based temporarily on present 
needs, assuming that a high percentage of physicians still 
in the service will have been returned. If there is still a 
need for more physicians on this basis, room should b 
made for new physicians, and they should be classified 
essential if they choose to locate. 


1. Physicians returning to former locations are imme- 
diately to be considered essential. 


2. New physicians coming from previous locations in 
other states are not to be considered essential except 
under the necessities of the community as outlined above. 


3. Physicians formerly practicing in another location in 
another county in California temporarily must be con- 
sidered as non-essential to almost the same degree as a 
physician coming from out of the state. Such physicians 
should be advised to return to their former locations until 
the end of the emergency. 


4. Young physicians who have never practiced any- 
where before but who entered the military forces at the 
end of or during their postgraduate training. This group 
deserve the greatest care and consideration and help. In 
many cases these physicians would normally have entered 
practice in the towns or localities where they lived during 
their pre-medical educational years ; however, this is natu- 
rally very often not the case. Wherever it can be shown 
that such physicians would normally have located in a 
particular area on the completion of their education, be- 
cause of family, social, or medical contacts, or other rea- 
sonably legitimately valid reasons, they should be classi- 
fied as essential and be given every help and considera- 
tion in establishing themselves. These young physicians 
will not in any sense interfere to any great extent with 
the return to practice of the older men. Exception to this 
statement may be lack of office space; and, where pos- 
sible, these young physicians should be taken into associa- 
tion with older men in order to conserve office space. This 
group as a whole must be considered as the normal re- 
placement of losses from the medical profession; aside 
from the temporary loss-of physicians to the military 
forces. Preference should naturally be given to young 
physicians who have lived and been educated in California 
in their pre-medical years, regardless of whether they 
studied medicine in the state or out of the state. However, 
too much emphasis cannot be given to the importance of 
helping this group of veterans of this war in becoming 
established. 

It is hoped that county chairmen, as well as secretaries 
of county societies, will interview personally as many of 
these returning veterans as possible. A personal interview, 
frankly stating the above policies, in almost 100 per cent 
of the cases will prove that the policies are fair and just, 
and the physician seeking location will be satisfied that 
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he has been given fair treatment and will express the 
hope that his own State Procurement and Assignment 
Service and medical societies are doing as much for their 
returning veterans as we are here in California. Further- 
more, it should be clearly stated that these policies are 
only for the immediate future and will be abandoned on 
the termination of the emergency. 

(Signed) Harotp A. FietcHer, M.D., 

California State Chairman for Physicians 

Procurement and Asisgnment Service. 


How Santa Clara County Medical Society Carries 
Through on “Essentiality and Non-Essentiality 
in Civilian Practice” 

The Santa Clara Procedure is Called to Attention of All 
County P. and A. Committees 


7 7 7 


I. Lerrer FROM CALIFORNIA P. AND A. CHAIRMAN 


(copy ) 
Federal Security Agency 


Procurement and Assignment Service For Physicians 
Room 1331, 450 Sutter Street 
Sari Francisco 8, California 


San Francisco, November 2, 1945. 
George H. Kress, M.D., 
Secretary-Editor, Addressed. 
Dear Doctor Kress: 


I am enclosing a copy of a letter of October 24, 1945, 
from Fred W. Borden, M. D., Chairman of the Santa 
Clara Committee of Procurement and Assignment Serv- 
ice, which I believe might be given consideration for re- 
printing in CALIFORNIA AND WESTERN MEDICINE in con- 
nection with the problem of relocation of physicians dur- 
ing the immediate postwar period. His letter follows the 
line of his remarks and our discussion at the Council 
meeting in Los Angeles, and I feel that the way they are 
handling the situation in Santa Clara is very excellent. 

With my kindest regards, I remain, 

Sincerely yours, 
(Signed) Harotp A. Friercuer, M. D., 
California State Chairman for Physicians 
Procurement and Assignment Service. 


7 7 7 


II. Lerrer FRoM SANTA CLARA County P. ann A. 
CHAIRMAN 
(copy) 


San Jose 23, California, October 24, 1945. 
Dr. Harold A. Fletcher, 
California State Chairman for Physicians, 
Procurement and Assignment Service, 
San Francisco 8, California. 
Dear Doctor Fletcher : 

Your apparent interest in the method of handling our 
Procurement and Assignment activities in Santa Clara 
County impels me to write this somewhat more detailed 
explanation. 

As you know, Santa Clara County has never had more 
than 225 physicians. I estimate that since the start of the 
war this committee has had upward of 300 applications 
for approval of essentiality. These applications in 1943 
and 1944 were entirely from civilian physicians outside of 
California who were in most part ready to leave a busy 
practice and come to California while starting would be 
easy. These inquiries were replied to promptly and cour- 
teously with the explanation that the local co:nmittee 
would be glad to consider the application as soon as it 
was cleared through your State Procurement and Assign- 
ment office. An explanation of Procurement and Assign- 
ment effort to secure equitable medical coverage for the 
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civilian population was then given, together with an after- 
thought, explaining that Vallejo and other localities were 
in much more critical need of physicians than was Santa 
Clara County, and for that reason I supposed that you 
would advise their locating at one of these points. This 
committee rarely received replies to these letters. 

Since the accelerated rate of discharge of physicians 
from the Armed Forces has begun, we have interviewed 
between ten and twenty physicians per week who express 
a desire to locate in Santa Clara County. 

This committee feels under considerable obligation to 
the physicians now being discharged and makes every 
effort to codperate with them promptly. 

In the first place, I picture myself in his shoes receiv- 
ing information that before I can locate in a community 
it is necessary for me to submit an application to some 
“damned bureaucrat.” My hair would raise a little under 
these circumstances. I would go to see this unknown 
bugaboo, feeling that he had no right to tell me what I 
could or couldn’t do—I having fought the war, while he 
sat comfortably at home gathering in the shekels. 

Now, if this bureaucrat kept me cooling my heels for 
two hours in his waiting room while he was busy with 
practice and I was in a hurry to get started on my own 
civilian practcie, I would be doubly incensed. 

For these reasons our committee members have in- 
structed our receptionists to not let such a medical officer 
even get seated in the waiting room, but to bring him in 
immediately and introduce him. 

We are genuinely interested in these men who fought 
the war, and are, of course, interested in learning where 
they have been and who they knew. In about three min- 
utes, if the office is busy, we can ask the medical officer 
whether he has time for lunch and whether he would like 
to see a few civilian cases with us for a change. As a 
rule, the luncheon invitation is accepted, the man feels a 
justified personal interest, and the road is smoothed out 
for a friendly discussion of problems over the lunch table. 

We try to record for future reference the name, rank, 
mailing and phone addresses, time in service and time 
overseas, age, medical school, postgraduate training, and 
type and location of previous civilian practice. 


With these as a starter, we then explain that Procure- 
ment and Assignment has only one duty; namely, that of 
declaring a man essential to the community under the 
conditions which will obtain when our own physicians 
have returned to their practice. 


Since Procurement and Assignment has occasionally 
never been heard of by the medical officer, we often ex- 
plain that these committees are constituted under a Presi- 
dential proclamation as a wartime emergency, that we 
had a difficult time during the war inducing physicians to 
go to localities critically short of doctors, and that our 
presefit duty is principally advisory in assisting men to 
get properly relocated. 

We explain that this duty certainly involves giving the 
highest priority of essentiality to any man who is return- 
ing to a practice which he left in order to enter the 
Armed Forces. 


The second highest priority extends to those men who 
have never been in private practice but were commis- 
sioned directly from a residency, who have lived or had 
relatives in the community, and who have, to the knowl- 
edge of many of us, always expected to locate in the 
community, and who would have actually located here in 
recent years had their wartime service not been required. 


Men who have practiced outside the State or inside the 
State are being urged to return to their former practices 
where they will, of course, have the highest priority to 
return. 

We also explain that civilian physicians wanting to 
change location, rate the lowest priority at present. 
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We have found that at this point of the explanation the 
vast majority of medical officers will mentally classify 
themselves and will express approval of the fairness of 
this classification. In some instances, however, their per- 
sonal interest supersedes their sense of fair play, and we 
then explain that Procurement and Assginment makes no 
attempt whatever to tell them that they may not enter the 
community—that if they meet the legal requirements of 
State licensure, they are free to go anywhere they like, 
but that they are thereby taking upon their own shoulders 
the full responsibility of achieving County Society mem- 
bership and membership on the closed hospital staffs. We 
explain that staff membership is essential for practice in 
the hospital and that only County Society members are 
accepted as members of the hospital staff. In turn, the 
County Society by-laws provide that Procurement and 
Assignment approval is a pre-requisite to membership. 

We usually explain then that in the absence of Pro- 
curement and Assignment approval, three or four men 
might come into the community and later be accepted by 
the Medical Society, but if fifty such men comme in, they 
will probably all be classified the same by the member- 
ship at large, and friction will develop to their detriment 
as well as to the detriment of the community. 


We have found practically every man interviewed to 
be quite reasonable when he has this kind of reception 
and explanation and frank discussion. Most men want to 
come into the community with the feeling that they are 
approved by their colleagues and are appreciative of the 
advice, time and effort. 


This is best exemplified, perhaps, by a doctor from a 
mid-western state, who apparently came back to San Jose 
purposely to express his appreciation for the manner in 
which he had been received two weeks previously. He 
said that he was going back to his former location, be- 
cause we had convinced him that the less moving about 
and disturbance and unrest in medical relocations, the 
better for him and for others, and he felt that his return 
to his former location was only temporary—perhaps a 
matter of two years—at which time he certainly hoped to 
make a move itno the Santa Clara Valley where he had 
found such a “cordial turn-down.” He hoped that his col- 
leagues in his former location had done as well in pre- 
serving his practice for him as we had done by our boys 
here. 


I would like to say, Harold, that our Santa Clara 
County P. and A. committee has worked faithfully and 
hard to the best. of our interpretation of our duties. It is 
sometimes a back-breaking job, but we feel any man who 
has served in the Armed Forces is worthy of all the help 
we can give him. I also feel very keenly that unless this 
type of consideration is given by all your county Procure- 
ment and Assignment Committees, we will not be doing 
our best to foster good public relations within the medi- 
cal fraternity. In view of the impending onslaughts on 
medicine by political groups, I feel we have a very prac- 
tical as well as a sentimental reason for extending these 
courtesies. 

Yours very truly, 
(Signed) Frep W. Borven, M.D., Chairman, 
Procurement and Assignment Committee 
for Santa Clara County. 


Let our object be, our country, our whole country, and 
nothing but our country. And, by the blessing of God, 
may that country itself become a vast and splendid monu- 
ment, not of oppression and terror, but of wisdom, of 
peace, and of liberty, upon which the world may gaze 
with admiration forever. 


—Daniel Webster, Speech, Charlestown, Mass., 
17 June, 1825, at laying of cornerstone of 
the Bunker Hill Monument. 
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OFFICIAL NOTICES 


TRUSTEES OF THE CALIFORNIA MEDICAL 
ASSOCIATION 


Minutes of the Eighteenth (18th) Meeting of Members of 
“Trustees of the California Medical Association” 


Pursuant to call of the president and notice by the sec- 
retary duly and regularly given in accordance with the 
By-laws, a special meeting of the members of the “Trus- 
tees of the California Medical Association,” a California 
corporation, was held in the Empire Room of the Hotel 
Fairmont in San Francisco, on Sunday, August 12, 1945. 


1. Roll Call: 

There were present: Philip K. Gilman, Sam J. Mc- 
Clendon, E. Vincent Askey, Herbert A. Johnston, Jay J. 
Crane, Harry E. Henderson, Axcel FE. Anderson, R. 
Stanley Kneeshaw, John W. Cline, Lloyd E. Kindall, 
Frank A. MacDonald, John W. Green, Walter S. Cherry, 
Edwin L. Bruck, E. Earl Moody, Dewey R. Powell, Ed- 
ward B. Dewey, and George H. Kress. 


A quorum present and acting. 


2. Resolution Concerning Liquidation of Indemnity © 


Defense Fund: 


Report was made concerning the necessity of liquida- 
tion of the Indemnity Defense Fund and distribution of 
assets of the same. After discussion, the following reso- 
lution, upon motion duly made and seconded, was unani- 
mously approved. 


Resolution Concerning Liquidation of 
Indemnity Defense Fund 


Wuereas, By resolutions adopted by the Council of the 
California Medical Association on June 29, 1940, and by 
the Board of Directors of this corporation, “Trustees of 
the California Medical Association,” on June 29, 1940, all 
of the assets of the Indemnity Defense Fund were trans- 
ferred from the Board of Trustees of the Indemnity De- 
fense Fund to this corporation; and 


Wuereas, After the adoption of said resolution said 
transfer of funds was duly made, and the Board of 
Trustees of the Indemnity Defense Fund thereupon 
ceased to exist; and 

Wuereas, This corporation has since said time held 
all of the assets of the Indemnity Defense Fund in ac- 
cordance with the terms and provisions of said resolu- 
tions; and 

Wuereas, This corporation, by virtue of written as- 
signments and other transfers from contributing members 
of the Indemnity Defense Fund, is the legal and bene- 
ficial owner of 94.37 per cent of all of the assets of the 
Indemnity Defense Fund, and as to the remaining 5.63 
per cent of said assets is the legal owner thereof subject 
to the beneficial interests of those contributing members 
of the Indemnity Defense Fund who are still living, 
active members in good standing of the California Medi- 
cal Association, and who have not assigned their inter- 
ests in the Indemnity Defense Fund to this corporation; 
and 

Wuereas, All of the purposes and objects for which 
the Indemnity Defense Fund was originally created have 
ceased and terminated, and there is no further purpose to 
be served by continuing the Indemnity Defense Fund in 
existence, or by continuing to segregate the assets for- 
merly owned by said Indemnity Defense Fund for the 
other corporate assets of this corporation; and 

Wuereas, It is the judgment and opinion of the mem- 
bers of this corporation, “Trustees of the California 
Medical Association,” that the said assets of the In- 
demnity Defense Fund should be distributed to the bene- 
ficial owners thereof, viz: this corporation and said non- 
assigning contributing members who are still living, active 
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members of the California Medical Association; now, 
therefore, be it 

Resolved, That the officers of this corporation, “Trus- 
tees of the California Medical Association,” are hereby 
authorized, empowered and directed to pay over and de- 
liver from the assets of this corporation, which were re- 
ceived in 1940 from the Board of. Trustees of the In- 
demnity Defense Fund, to each contributing member of 
said Indemnity Defense Fund who is still a living. active 
member of the California Medical Association and who 
has not assigned his interest in such fund to this corpora- 
tion, that sum of money which equals each such con- 
tributing member’s pro rata interest in the assets of the 
Indemnity Defense Fund; and be it 

Further Resolved, That upon making payment and dis- 
tribution of the assets of Indemnity Defense Fund here- 
inafter authorized the officers of this corporation shall 
first secure from each contributing member of the In- 
demnity Defense Fund to whom payment is made, a full 
release and receipt discharging and satisfying any and all 
obligations of the Indemnity Defense Fund, California 
Medical Association and this corporation, to such con- 
tributing members; and be it 

Further Resolved, That when such payment and dis- 
tribution has been made to each and all of the non-assign- 
ing contributing members of the Indemnity Defense Fund 
who are living, active members of the California Medi- 
cal Association the remaining assets of this corporation 
which were received in 1940 from the Board of Trustees 
of the Indemnity Defense Fund shall be held and owned 
by this corporation free and clear of any trust or other 
obligation, and shall be comingled with the other funds 
and assets of this corporation; and be it 

Further Resolved, That upon completion of the distri- 
bution and payment of the assets of the Indemnity De- 
fense Fund hereinafter directed, said Indemnity Defense 
Fund shall be conclusively deemed to be fully liquidated, 
terminated and dissolved. (Note. For item in CALIFORNIA 
AND WESTERN MeEpicINE, of Nov., 1920, see Twenty-Five 
Years Ago department, this issue, on p. 258. Total amount 
accruing from the liquidation is $50,422.10.) 


3. Adjournment: 
There being no other business, on motion duly made 
and seconded, it was voted to adjourn. 
Puuie K. Giman, M.D., President, 
GrorcE H. Kress, M.D., Secretary. 


COUNTY SOCIETIES+ 


CHANGES IN MEMBERSHIP 
New Members (71) 
Alameda County (1) 
Carson, Virgil H., Oakland 


Los Angeles County (56) 
Alden, Charles, Los Angeles 
Alexander, Harold B., Santa Monica 
Amthor, John Graham, El Monte 
Anderson, Richard A., Pasadena 
Bailey, Elmore Russell, Pasadena 
Belinski, Brunon, Tujunga 
Boyd, Edwin F., Jr., Los Angeles 
Bush, George, Los Angeles 
Christoffersen, Leif E., North Hollywood 
Cogan, James R., Beverly Hills 
Collings, Clyde Wilson, Los Angeles 


+ Rosters of officers of component county medical socie- 
ties are occasionally printed on page 4 of front advertising 
section. 
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Daitch, Morris B., Los Angeles 
Davis, James Grover, Los Angeles 
David, James H., Long Beach 

Davis, Walter William, Los Angeles 
Dunscombe, William Colby, Long Beach 
Flynn, John Burke, Burbank 

Furer, Stanford A., Los Angeles 
Goren, Morris L., Los Angeles 
Gorilla, L. Vincent, Los Angeles 
Greger, Ernst, Los Angeles 
Griesemer, Ruth Gorham, North Hollywood 
Hannebaum, Otto P., Los Angeles 
Hansen, Phil, Long Beach 

Haskell, Maurice Mortimer, Artesia 
Houck, George William, Altadena 
Jones, Margaret Holden, Los Angeles 
Kloeppel, Chester S., Los Angeles 

La Joie, Romeo J., Los Angeles 
Lands, Victor Garde, El Segundo 
Lang, Martin F., Wilmington 
Leavelle, Robert B., Los Angeles 
Lindsley, St. Claire R., Los Angeles 
Lynch, Theodore Thomas, Montrose 
Mason, Charles E., Alhambra 
Merliss, Reuben, Los Angeles 

Moran, William H., Los Angeles 
Pilger, Erwin Samuel, Long Beach 
Pressman, Abraham, Los Angeles 
Redewill, Francis H., Jr., Whittier 
Rubin, Herman, Los Angeles 

Sive, Eugene Belmont, Santa Monica 
Slocum, Yudell K., Manhattan Beach 
Sommer, Melvin L., Los Angeles 
Spicer, Charles, Los Angeles 

Tandy, William, Inglewood 
Thompson, Edith E., Glendale 
Underwood, Laurence Joseph, Los Angeles 
Vercellini, C. E., Pasadena 

Vollmer, Henry W., Glendale 
Warren, Edwin Douglas, Santa Monica 
Wells, Carl Hunt, Pasadena 

Wells, Lelia Hulbert, Pasadena 
Wilkinson, Hildegarde, R. J., Glendale 
Wolf, Joseph, Glendale 

Zachry, Ann, Los Angeles 


Monterey County (1) 
Carnazzo, William A., Monterey 
San Bernardino County (1) 
O’Connor, Owen, San Bernardino 
San Diego County (3) 
Lindsay, Charles W., National City 
Shudde, Walter J., San Diego 
Waters, Ethel M., San Diego 
San Francisco County (4) 
Champreux, Yvonne, San Francisco 
Johnson, Stanley George, San Francisco 
Jenkins, M. Elizabeth, San Francisco 
Lowenhaupt, Elizabeth, San Francisco 
San Mateo County (1) 
Sultan, Ernest H., Menlo Park 
Santa Cruz County (1) 
Ritchey, J. L., Santa Cruz 
Solano County (1) 
Dans, Ernest A., Vallejo 
Storey, C. H., Vallejo 
Ventura County (1) 
Maclean, J. A., Ventura 
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Transfers (2) 
Kuhn, O. E., from San Joaquin County to Ventura 
County 
Schneider, Kenneth F., from Ventura County to Los 
Angeles County 


Retired Members (4) 


Campiche, Paul, San Francisco County 

Frick, Donald J., Los Angeles County 
Holman, W. Frank, Los Angeles County 
Roberts, William Humes, Los Angeles County 


In Memoriam 


Bretthausr, Carl Gottlieb. Died at West Los An- 
geles, September 21, 1945, age 50. Graduate of the State 
University of Iowa College of Medicine, Iowa City, 1920. 
Licensed in California in 1930. Doctor Bretthauer was a 
member of the Los Angeles County Medical Association, 
the California Medical Association, and a Fellow of the 
American Medical Association. 


+ 


Collins, John McGrath. Died at San Francisco, 
September 2, 1945, age 36. Graduate of Creighton Uni- 
versity School of Medicine, Omaha, Nebraska, 1935. 
Licensed in California in 1935. Doctor Collins was a 
member of the San Francisco County Medical Society, 
the California Medical Association, and the American 
Medical Association. 


+ 


Frost, Kendal. Died at Los Angeles, September 
26, 1945, age 55. Graduate of Rush Medical College, 
Illinois, 1916. Licensed in California in 1920. Doctor 
Frost was a member of the Los Angeles County Medi- 
cal Association, the California Medical Association, and 
a Fellow of the American Medical Association. 


+ 


Gerlach, Frederick Christian. Died at San Jose, 
October 4, 1945, age 76. Graduate of the University of 
Pennsylvania School of Medicine, Philadelphia, 1894. 
Licensed in California in 1894. Doctor Gerlach was a 
member of the Santa Clara County Medical Association, 
the California Medical Association, and a Fellow of the 
American Medical Association. 

+ 


Kaelber, Arthur Proschold. Died at San Francisco, 
September 6, 1945, age 67. Graduate of the Cooper Medi- 
cal College, San Francisco, 1903. Licensed in California 
in 1903. Doctor Kaelber was a Retired Member of the 
San Francisco County Medical Society, the California 
Medical Association, and an Affiliate Fellow of the 
American Medical Association. 

+. 


Kramar, Lowell Graft. (Lieutenant Commander, 
United States Navy.) Killed in action while serving in 
the Navy Medical Corps, place and date of death un- 
known, age 45. Graduate of Stanford University School 
of Medicine, Stanford University-San Francisco, 1928. 
Licensed in California in 1928. Doctor Kramar was a 
member of the Humboldt County Medical Society, the 
California Medical Association, and a Fellow of the 
American Medical Association. 

+ 


Mansfeldt, John Harold. Died at Pedro Point (San 
Mateo County), October 4, 1945, age 47. Graduate of 
Stanford University School of Medicine, Stanford Uni- 
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versity-San Francisco, 1927. Licensed in California in 
1927. Doctor Mansfeldt was a member of the San Fran- 
cisco County Medical Society, the California Medical 
Association, and a Fellow of the American Medical 
Association. 


+ 


Marsden, Charles Summers. Died at San Diego, 
October 13, 1945, age 72. Graduate of the University of 
Michigan Medical School, Ann Arbor, 1903. Licensed in 
California in 1915. Doctor Marsden was a member of the 
San Diego County Medical Society, the California Medi- 
cal Association, and a Fellow of the American Medical 
Association. 


+ 


Shnearer, Joseph. Died at Los Angeles, September 
25, 1945. age 56. Graduate of Medizinische Fakultat der 
Universitat, Wein, 1913. Licensed in California in 1940. 
Doctor Schnearer was a member of the Los Angeles 
County Medical Association, the California Medical As- 
sociation, and the American Medical Association. 


+ 


Smith, Edgar Daniel. Died at Solvang, August 15, 
1945, age 56. Graduate of the Chicago College of Medi- 
cine and Surgery, Illinois, 1913. Licensed in California 
in 1919. Doctor Smith was a member of the Santa Bar- 
bara County Medical Society, the California Medical 
Association, and a Fellow of the American Medical 
Association. 


+ 


Sullivan, James McGeough (Colonel, Army of the 
United States.) Died in a Japanese prison camp near 
Tokyo, January, 1945, age 52. Graduate of St. Louis 
University School of Medicine, Missouri, 1923. Licensed 
in California in 1923. Doctor Sullivan was a member of 
the San Francisco County Medical Society, the Cali- 
fornia Medical Association, and a Fellow of the Amer- 
ican Medical Association. 


+ 


Wakefield, Rogers Fairbanks. Died at Arcadia, 
September 3, 1945, age 45. Graduate of the University 
of Michigan Medical School, An Arbor, 1924. Licensed 
in California in 1925. Doctor Wakefield was a member 
of the Los Angeles County Medical Association, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


THE WOMAN’S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION 


A Larger “Courier” 


The Courier of the Woman’s Auxiliary to the Cali- 
fornia Medical Association in its September (Vol. 9, 
No. 1) issue appeared in a new and attractive 8-page 
form, 9 by 12. The editorial staff (Mrs. Louis A. Pack- 
ard, Editor; Mrs. Edwin B. Plimpton, Associate Editor), 
deserve much credit for the manner in which the enlarged 
“Courier” has made its appearance, both as regards con- 
tents and typographical format. 


Motion Picture Films and Slides on Public Health 

A brochure, “Motion Pictures and Slides on Public 
Health” (California State Printing Office file number 
47975, Sacramento), contains a list of many public health 
films, arragned by topics, and with information concern- 
ing Loan Agencies, etc. 
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The C.M.A. Postgraduate Committee sent to County 
Units of the Woman’s Auxiliary to the California Medi- 
cal Association, the letter below, which gives additional 
information. 

* * * 


(copy ) 
CaLiFoRNIA MeEpicaL AssocIATION 
Committee on Postgraduate Activities 


San Francisco, October 19, 1945. 
Component County Woman’s Auxiliaries of the 
California Medical Association, Addressed. 
Dear Auxiliary Members: 


The C.M.A. Committee on Postgraduate Activities is 
sending you herewith a copy of a brochure, “Motion Pic- 
tures and Slides on Public Health,” containing a list of 
motion pictures and slides on public health put out by the 
California State Department of Public Health through 
its Bureau of Health Education (521 Phelan Building, 
San Francisco, 2). 

The C.M.A. Committee on Postgraduate Activities is 
transmitting the brochure with the suggestion that the 
program committee of your County Auxiliary may wish 
to consider the occasional use of public health and related 
films at some of your meetings. 


You will note that these films are available upon re- 
quest to the Bureou of Education (Mrs. Ann Haynes, 
chief), and that there is no charge for their use “other 
than payment of return transportation by the borrowed.” 

The C.M.A. Postgraduate Committee takes the liberty 
of suggesting that presentation of one or more such films 
at certain meetings of your County Auxiliaries might 
give additional reason for extending invitations to offi- 
cers and health committees of women’s clubs and other 
lay persons in your County. 

If the C.M.A. Postgraduate Committee can be of 
further service, feel free to inform us. 

Cordially yours, 

C.M.A. CoMMITTEE ON PosTGRADUATE 
ACTIVITIES, 

F. E. Clough, M.D., Chairman, 

by s/ George H. Kress, Secretary. 


COMMITTEE ON ORGANIZATION 
AND MEMBERSHIP 


Doctor Shortage 


We can detect no evidence of thoughtful planning in 
the war department’s report to Senator Reed that the 
army had 506 more doctors on September Ist than on 
January Ist, when the war was in full progress in Europe 
and the Pacific. The shortage of doctors serving the 
civilian population has been acute for several years. In 
some communities doctors are working from 14 to 18 
hours a day and are still unable to make the rounds to 
all who are sick 


This situation could be endured patiently so long as 
men were being wounded or contracting diseases at ab- 
normal rates in foxholes and jungles. But, with the fight- 
ing at an end, it seems inexcusable to hold such a large 
number of doctors ni the armed forces. 


Of course, army and navy doctors must still be avail- 
able to protect the health of men in uniform, and they 
have a big assignment in examining veterans as they are 
discharged. But we suspect the release of both doctors 
and dentists could be greatly accelerated without depriv- 
ing the service of any essential medical talent. 

Certainly, it would be difficult to show that the ratio 
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of doctors per 1,000 men served should be greatly in- 
creased when the fighting stops. Yet that is what the 
present policy, so far as it has been made public, appears 
to call for. Obviously, the need for doctors in the serv- 
ices should be more closely scrutinized in the light of the 
acute shortage at home.—Excerpt from Washington Post, 
appearing in Modesto Bee, October 13. 


Concerning 1946 C.M.A. Dues 
The Bulletin of the Los Angeles County Medical Asso- 
ciation in its issue of October 18, 1945, printed the fol- 
lowing display item, in a special box: 
(copy) 
Association Durs For 1946 


Several months from now you will receive a statement 
for Association dues for 1946: 
(a) California Medical Assn. Dues, 1946 
(b) Los Angeles County Medical Assn. Dues, 1946 17.50 
Total Association Dues $117.50 
(c) Voluntary Assessment (for Los Angeles 
County Medical Assn. Post-War Fund to 
assist returning members) 


$142.50 
Due and payable January 1, 1946, to the Los 
Angeles County Medical Association, 1925 Wil- 
shire Blvd., Los Angeles 5, Calif. 


The House of Delegates of the California Medical As- 
sociation in May set the State Association dues at $100.00 
for 1946 (a) in the belief that in these unsettled times 
with problems of reconversion, postgraduate education, 
rehabilitation of members returning from Service, and 
legislation pedning, the California Medical Association 
should be in a strong financial position. 


In all probability State Association dues will revert to 
normal in 1947, 


Los Angeles County Medical Association dues (b) re- 
main at the same level as last year—$17.50. 


Quoting the editorial in the Bulletin of September 20: 
“It might be well to put $25.00 a month into the sugar 
bowl between now and the evil day, January Ist, just to 
soften the blow.” 


The voluntary assessment (c) is strictly a Los An- 
geles County Medical Association matter. The fund was 
started last year following action by the Board of Trus- 
tees placing a voluntary assessment of $25.00 for each of 
the years 1945 and 1946. The need and value of this fund 
already is proved. The real need is approaching rapidly, 
now that the war is over and members are returning 
from Military Service. 


A.M.A. Conference on Public Relation Problems 


(copy) 


Public Relations Conference—Council on Medical Serv- 
ice and Public Relations—American Medical Association 
—October 19-20, 1945. 


10:00 A.M. Friday, October 19 
Assembly Room, 9th Floor, A.M.A. 


Call to Order—E. J. McCormick, M.D., Chairman of Coun- 
cil, presiding 

Welcome by H. L. Kretschmer, M.D., President of Amer- 
ican Medical Association 

Purpose of Conference—E. J. McCormick, M.D. 


10:30 A.M.—Round Table Discussions 
(1) Legislation—Moderator, James R. McVay, M.D., As- 
sembly Room, 9th Floor, A.M.A. 
Wagner-Murray-Dingell bill, J. W. Hollowoy, Jr., 
Director, Bureau of Legal Medicine and Legis- 
lation 
Hill-Burton bill and Scientific Research Legislation, 
Victor Johnson, M.D., Secretary, Council on Medi- 
cal Education and Hospitals 


CALIFORNIA AND WESTERN MEDICINE 


Vol. 63, No. 5 


Washington Front, Joseph S. Lawrence, M.D., Di- 
rector, Washington Office of the Council on Medi- 
cal Service and Public Relations 

State Legislation, T. V. McDavitt, Bureau of Legal 
Medicine and Legislation 

(2) Extension of EMIC program—Moderator, Thomas A. 
McGoldrick, M.D., Council Office, 4th Floor, A.M.A. 

Joseph S. Wall, M.D., President, American Acad- 
emy of Pediatrics 

H. H. Skinner, M.D., Chairman of EMIC Commit- 
tee, Washington State Medical Association. 

(3) The Public Relations Job—Moderator, John H. Fitz- 
gibbon, M.D., Lunch Room, 5th Floor, A.M.A. 
State and Local Programs 
Publicity : 
Radio, W. W. Bauer, M.D., Director, Bureau of 
Health Education 
Press, John Bach, Associate Director, Public Re- 
lations 
Exhibits for the public, Thomas G. Hull, Direc- 
tor, Scientific Exhibit 
(4) Placement of Medical Officers—Moderator, James E. 
Paullin, M.D., Board of Trustees Room, 9th Floor, 
A.M.A. 

Bureau of Information, Virginia Shuler, Supervisor 

Education and Post Graduate Opportunities, F. W. 
Arestad, M.D., Assistant Secretary, Council on 
Medical Education and Hospitals 


12:45 P.M.—Luncheon . 
Kungsholm (681 North Rush Street) 


2:15 P.M.—Watson B. Miller, Federal Security Adminis- 
trator, Speaker, Assembly Room, 9th Floor, A.M.A. 


2:45-4:45 P.M.—Round Table Discussions 


(5) Prepaid Medical Insurance Plans—Moderator, A. W. 

Adson, M. D., Assembly Room, 9th Floor, A.M.A. 
Medical Service Plans, Frank L. Feierabend, M.D. 
Indemnity Plans, Don C. Hawkins, Executive As- 

sistant, St. Paul Fire and Marine Insurance Co. 
Industrial Plans, Carl M. Peterson, M.D., Secretary, 
Council on Industrial Health 
Coordination with Blue Cross, Jay Ketchum, Execu- 
tive Vice President, Michigan Medical Service, 
Inc., Detroit 

(6) Rural Health Problems—Moderator, F. S. Crockett, 
M.D., Council Office, 4th Floor, A.M.A. 

(7) Activating Fourteen Point Constructive Program for 
Medical Care—Moderator, Louis H. Bauer, M.D., 
Board of Trustees Room, 9th Floor, A.M.A. 

(8) Veterans’ Administration Plans—Moderator, W. R. 
Brooksher, M.D., Lunch Room, 5th Floor, A.M.A. 

Paul R. Hawley, Major General, Medical Director, 
Veterans’ Administration 
William P. Holbrook, Colonel, Medical Corps, Leg- 
islative and Liaison Division, War Department 
Special Staff (Insurance Plane for Veterans) 
Evening to Preparation of Reports 


9:30 A.M.—General Session, Saturday, October 20 
Assembly Room, 9th Floor, A.M.A. 


Reports of the eight moderators and acceptance of recom- 
mendations for action by Council 


COMMITTEE ON MEDICAL EDU- 
CATION AND MEDICAL 
INSTITUTIONS 


New Medical School Proposed for California 


University of California Regents Approve Plans for 
Medical Department of University of California 
at Los Angeles 


The University of California is to establish a school 
of medicine in Los Angeles which it was indicated en- 
tirely unofficially, will call for the expenditure of several 
million dollars. A resolution to establish the school was 
passed on October 19, 1945, at a closed meeting of the 
university's Board of Regents at the Los Angeles campus. 

The resolution follows: 


“Whereas, there now exists throughout Southern Cali- 
fornia an urgent need for a medical school as a part of 
the educational system of the university ... be it 


“Resolved, That the Board of Regents forthwith estab- 
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lish a school of medicine in Los Angeles, and the presi- 
dent of the university is authorised . . . to take such 
action as may be necessary . . . including a request to the 
Governor that adequate budget provisions . . . be sub- 
mitted to the Legislature at its next meeting, whether spe- 


cial or regular...” 
7 7 7 


Sixty Students at First 


Dr. Robert Gordon Sproul, University of California 
president, declined to supply details on the scope of the 
project except to note that initial facilities would be pro- 
vided for 60 students. This was interpreted by others to 
mean that the local school will have 60 in each entering 
class and that this would make it as large as the univer- 
sity’s present Berkeley-San Francisco school of medicine 
which admits 65 new students each year. 

Official confirmation was lacking for a report that, in- 
cluding hospital and research facilities, the school of 
medicine in Los Angeles ultimately will require a $5,000,- 
000 outlay. Dr. Sproul confined his explanatory remarks 
to pointing up the need for the school. 

“The action was taken,” he said, “on the basis of the 
fact that all recognize there is insufficient medical edu- 
cation in a rapidly growing center of population like 
Southern California. California now educates only a third 
of the new doctors it needs, two-thirds of the new men 
being educated in other parts of the country. As it now 
stands, three-fourths of all who want to become doctors 
must go outside the State for their education.” 
Angeles Times, October 20. 


COMMITTEE ON INDUSTRIAL 
PRACTICE 


California Accident Commission New Board of Seven 


Governor Warren at an early day will probably an- 
nounce the names of his appointees to the new seven- 
member State Industrial Accident Commission created by 
the recent Legislature. 

The new set up replaces the present three-member 
commission which included Paul Scharrenberg, State In- 
dustrial Relations director and commission chairman. Mr. 
Scharrenberg will now be able to devote his entire time 
to the gradually increasing job of head of the Industrial 
Relations Department. 

The new commission will consist of three members 
from Northern California and three from Southern Cali- 
fornia. The chairman may be named from either section 
of the State. At least four times a year the entire com- 
mission will meet together to settle policy matters. Mean- 
time, the chairman may devote himself to coérdinating 
the work of the commission and helping out where 
needed. 

It is understood that three Northern California mem- 
bers will be Everett A. Corten, who will be chairman; 
Alexander Watchman, a holdover from the Olson régimé 
who will be reappointed, and W. A. MacDonald, West- 
wood. Mr. Corten is now chief counsel for the com- 
mission. 


COMMITTEE ON HEALTH AND 
PUBLIC INSTRUCTION 


U. C. Institute Study on Human Growth 


Counteracting the tendency of modern science to in- 
creasing specialization in the plan of a few research 
groups in which scientists of related fields concentrate 
on the different aspects of the same problem in a joint 


.. —Los 
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research, according to a recent article in the American 
Scientist. 

Cited as one of the outstanding examples of this ap- 
proach is the long research study on human growth 
which is being conducted at the Institute of Child Wel- 
fare on the Berkeley campus of the University of Cali- 
fornia, under Dr. Harold Jones, director of the Institute. 
This research has now been going on continuously for 
sixteen years and has maintained a record of the children 
from the time they entered the sixth grade through senior 
high school. 

In this study the codperative approach is the essential 
characteristic and at every step the study has rested not 
on the independent insight of a single investigator but on 
the interdependent work of a research staff which in- 
cludes psychologists, physicians, a physiologist, and a 
school counselor. Other studies conducted at the Institute 
by Dr. Nancy Bayley, research associate, and Dr. Jean 
Macfarlane, professor of psychology, are concerned with 
the development of children from early infancy to ma- 
turity. 


California Mental Hygiene Legislation 


In keeping with modern thinking concerning mental 
sickness, the name of the California State Department 
of Institutions was changed by Act of the 1945 Legisla- 
ture to the Department of Mental Hygiene. 

Two other changes in terminology reflect the change 
in attitudes. The Welfare and Institutions Code was 
changed to provide that patients be given “leave of 
absence” from State hospitals instead of “parole.” Per- 
sons may now be committed to State hospitals upon being 
adjudged “mentally ill” and in need of care, supervision 
and treatment. Formerly, they could be committed only 
as being “dangerously insane.” 

The Legislature authorized the Department of Mental 
Hygiene to conduct outpatient clinics for the prevention, 
early diagnosis, and treatment of mental disorders and to 
conduct an educational program. The establishment of a 
clinic in Los Angeles was authorized and $100,000 was 
appropriated for the purchase of land. In addition, $20,000 
was appropriated for the purchase of land to expand the 
Langley Porter Clinic in San Francisco. 

An appropriation of $207,000 for family care of 
mentally deficient persons will permit the placement of 
some of these people in private homes and relieve the 
overcrowding in the two State homes. 

The sum of $4,000 was appropriated for a Senate In- 
terim Committee to study the problems of the care and 
treatment of the mentally deficient in California. 

The State Department of Public Health was authorized 
to maintain a mental health service. However, no funds 
were appropriated for this purpose. 


COMMITTEE ON POSTGRADUATE 
ACTIVITIES 


Medical Research as Seen by Chemistry Head of 
California Institute of Technology 

Most backward section of the United States in medi- 
cal research is Southern California, declared Dr. Linus 
Pauling, head of Caltech’s chemistry department, who 
spoke in Pasadena on September 20: “Virtually nothing 
is done here on medical research,” he said. “While there 
may be a few thousand dollars spent every year, this 
can’t be compared with Harvard’s $500,000. 

Opportunity Offered 

“This is a shame and doubly so when one considers 
that at the Los Angeles:County Hospital there is the 
greatest opportunity offered for research in the country.” 

The scientist said that radar, which halted the inva- 
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sion of England with the aid of the R.A.F., was known 
in principle for many years before the war. As in the 
case of penicillin, the production of radar simply meant 
the spending of millions. 

“In the case of the atomic bomb,” he said, “all of the 
fundamental principles had been discovered in the 20’s. 
By 1939 scientists knew the fundamentals, but not, for 
example, the proper size to be used. It cost $2,000,000,000 
to develop the bomb. But, two bombs ended the war and 
saved countless lives.” 


Used Up Backlog 

The war, however, he continued, has used up the back- 
log of scientific discoveries. In the field of medical re- 
search, the average money used is $5,000 000 a year. The 
war saw a boost in this amount to $15,000 000 more. This 
despite the fact that medical research in 40 years has in- 
creased the expectancy of life from 47 to 63 years. In 
the war, not one member of the armed forces died of 
measles. 

“Forty-five per cent of all deaths are due to heart and 
kidney diseases, yet only 17 cents per year per death is 
spent on research to discover cures of such diseases,” he 
said. “The rate spent in cancer research is only $2 per 
death per year, while $500 per death is spent on research 
in the case of infantile paralysis.” 


Wartime Graduate Medical Meetings 
Note-——The C.M.A. Postgraduate Committee presents 
below the roster of speakers and topics of “Wartime 
Graduate Medical Meetings.” These listings may have 
suggestive value to program committees of Component 
County Societies. 


Ciinics, DEMONSTRATIONS, LECTURES 
Under the Auspices of the American Medical Asso- 
ciation, the American College of Physicians, 
the American College of Surgeons 
Authorized by the Surgeons General, 
Norman T. Kirk, Ross T. McIntire, Thomas Parran 
Committee 24th Zone 
Lt. Comdr. Geo. C. Griffith (MC), USNR, Chairman 
U. S. Naval Hospital, Corona 
Capt. Harry P. Schenck (MC), USNR 
Wayland A. Morrison, M.D. 
James F. Churchill, M.D. 
Program of the Wartime Graduate Medical meetings 
for Zone 24 (Southern California) follow: 
U. S. Naval Hospital, San Diego 

Nov. 1—1:00 P.M.—“Dysenteries — The Differentiation 
Between the Protozoal and Bacillary Dysenteries,” 
by Dr. John F. Kessel. 

U. S. Naval Air Training Station, San Diego 

Nov. 2—3:00 P.M.—“Recent Developments in Diabetes,” 
by Dr. James Sherrill. 

Nov. 16—3:00 P.M.—‘Problems in Urology” by Lt. 
Comdr. Rusche. 

Santa Ana Army Air Base AAF Regional and 
Convalescent Hospital 

Nov. 6—3 :30 P.M.—“Tuberculosis Problems,” by Comdr. 
W. L. Rogers and Comdr. A. W. Hobby. 

Nov. 20—3 :30 P.M.—‘The Use of Products of Fibrino- 
gen and Thrombin in Otolaryngology,” by Capt. 
Harry P. Schenck. 

Camp Cooke Station Hospital 

Nov. 7—1 :00 P.M.—‘‘Some Dynamics of Military Neuro- 
psychiatry,” by Major Alex. Blumstein. 

Nov. 2i—1:00 P.M.—“Cardiac Emergencies,” by Lieut. 
Comdr. Sylvester McGinn. 
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Hoff General Hospital 
Same programs given at 1:00 P.M. at Camp Cooke 
Station Hospita! repeated here at 8:00 P.M. 
U. S. Naval Hospital, Corona, Calif. 
Nov. 8—1:00 P.M.—‘“Neuro-Psychiatry,” by Lt. Comdr. 
Nichols. 
Nov. 22—1:00 P.M—“Tumor Pathology,” by Dr. Ed- 
ward Butt. 
U. S. Naval Hospital, Santa Margarita Ranch 
Nov. 8—1:00 P.M.—‘“The Cancer Problem in the Serv- 
ice Personnel,” by Lt. J. S. Binkley. 
Nov. 22—1:00 P.M—‘“Modern Concepts of Lepra,” by 
Dr. Maxmillian Obermayer. 
Birmingham General Hospital 
Nov. 14—3:00 P.M.—“Surgery of the Biliary Tract,” by 
Capt. Howard K. Gray. 
Nov. 28—3:00 P.M.—“Thoracic Surgery,” by Capt. W. 
L. Rogers. 
U. S. Regional Hospital, Pasadena 
Nov. 12—7:00 P.M.—“Thyroid Disease,” by Lt. Comdr. 
George Crile. 
Torney General Hospital 
Nov. 6—3 :30 P.M.—“Psychosomatic Medicine,” by Major 
Milton Miller— one-half hour. 
Nov. 6—3:30 P.M.—‘Headache,” by Capt. Oscar Sugar 
—one-half hour. 
Nov. 20—3:30 P.M.—“Peptic Ulcer,” by Dr. William 
Boeck. 
March Field, AAF Regional Station Hospital 
Nov. 20—3:30 P.M.—“Compound Fractures,” by Comdr. 
P. E. McMasters. 
U. S. Naval Hospital, Long Beach, Calif. 
Nov. 21—3:00 P.M.—“Liver Disease,” by Capt. John 
Ruddock. 
Camp Haan ASF Regional Hospital 


Nov. 6—3:30 P.M.—‘“Cardiac Emergencies,” by Lt. 
Comdr. Sylvester McGinn. 


COMMITTEE ON PUBLIC POLICY 
AND LEGISLATION 


Blue Cross Hospital Service Director Opposes 
Wagner Plan 
Dr. C. Rufus Rorem Explains Purpose In Preserving 
Voluntary Health System 

Reasons for his organization’s opposition to compul- 
sory health insurance as provided by the Wagner-Murray- 
Dingell bill were recently outlined by Dr. C. Rufus 
Rorem, director of the Hospital Service Plan Commis- 
sion, 

The commission is the codrdinating agency of 87 Blue 
Cross hospital service plans in the United States, Canada 
and Puerto Rico. 

“We are interested,” said Dr. Rorem, “in preserving ° 
the voluntary system of health service and of financing 
health service. We regard the Blue Cross and non-profit 
health insurance as having as broad a base of public 
interest as any Government proposal. 

“We have no desire to protect any vested privileges or 
to maintain or increase the influence of persons asso- 
ciated with the voluntary program.” 

His organization, said Dr. Rorem, has urged that Con- 
gress act affirmatively to encourage voluntary health 
plans rather than to emphasize their inadequacies. 

“We have recommended that Federal grants-in-aid 
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through the States be used for the payment of hospital 
bills or hospital service plan subscriptions for the low- 
income groups of our population,” he said. 


“This could be applied through payments to hospitals 
or to Blue Cross plans through the various State or wel- 
fare agencies. 


“The use of Government funds to match payments by 
employed workers would permit Blue Cross plans to 
offer subscription rates within the ability of all employed 
persons to pay. Those requiring greater benefits could 
pay for them at the time of need. By ‘greater benefits’ I 
refer to luxury accommodations. 


“The main difference between this and the Wagner- 
Murray-Dingell bill lies in that systematic health insur- 
ance would develop on a voluntary basis—with Govern- 
ment funds used as encouragement and assistance. 


“We of Blue Cross observed with interest Senator 
Wagier’s statement that ‘voluntary health insurance 
plans would be permitted to continue mainly as instru- 
mentalities of the Wagner bill rather than as non-profit 
agencies offered to the people’as an alternative to the 
provisions of the Wagner bill. 


“Blue Cross plans in Rochester, N. Y., and Cleveland 
have enrolled upwards of 60 per cent of their entire 
population.” 


New Health Bills Seen for California 


Expectations that the issue of compulsory state health 
insurance will again be raised when the California leg- 
islature meets in special session—now tentatively sched- 
uled for January. 1946, is creating considerable planning 
on the part of both physicians and accident and health 
carriers in the State. 


Already announced by the California Medical Associa- 
tion is a campaign for the promotion of group hospital 
plans. that is arousing varied reactions among Accident 
and Hea'th underwriters, and which is generally regarded 
as a proposal to prove that voluntary health insurance 
can work so well as to obviate the need for a compulsory 
program by the State. 


Accident and Health carriers, meanwhile, are reported 
to be considering other methods by which private enter- 
prise can meet the demand for more adequate health pro- 
tection. There were three major attempts to secure the 
adoption of a compulsory State health insurance pro- 
gram at the regular 1945 session of the legislature. None 
of them was successful, although one had the vigorous 
support of California’s Governor Earl Warren. 


The campaign which has been announced by the Cali- 
fornia Medical Association is described by that body as 
follows: “To extend and expand California Physicians 
Service and other sound voluntary systems, display adver- 
tis‘ng will be used in every newspaper in California in 
an all-out drive to make the public ‘health insurance con- 
scious’—and to encourage the people to put their medical 
care on a budget basis.” 


The Medical Association outlines its odiectives for 
health insurance with the following points: “(a) It must 
be voluntary and not compulsory in nature; (b) retain 
individual initiative in medical practice, so that the in- 
centive for further advance in scientific medicine may 
continue; (c) fully protect the freedom of choice, both 
of the patient in choosing a physician, and of the physi- 
cian in chosing a community, type of practice and pro- 
fessional procedures; (d) offer medical care in codpera- 
tion with allied services against serious illness or injury; 
(e) offer participation at cost within the means of all 
employed persons and income-receiving families; (f) 
provide a fair reward to those rendering the service 
which will give continued stimulus to scientific medical 
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development and sound medical practice.” —San 


Francisco Underwriter’s Report, September 27. 


Caution Urged—Re: Wagner-Dingell Bill 

In commenting on the proposed measure before Con- 
gress for socialized medicine, the Christian Science 
Monitor of Boston says the “bill better deserves thc 
name of ‘Omnibus Bill’ than did Henry Clay’s famous 
measure that so exercised Americans a century ago. 

“Any social security legislation, however, holds three 
dangers: 

“Paternalism, which goes so far as to remove individ- 
ual incentives ; 

“Bureaucracy, which grows beyond the citizens’ knowl- 
edge or control; and 

“Political pressures for excessive expenditures. 

“All social security proposals should be examined with 
these dangers clearly in mind.” 

The Monitor also published an editorial in which it 
is pointed out that the “revised legislation includes all 
that was in the original bill, yet proposes an initial cost 
only two-thirds as large. The expedients and figures of- 
fered are not convincing.” 

The Mobile (Alabama) Press, commenting on’ the 
Monitor’s opinion, concludes that: 

“This analysis by the calm-minded Monitor gives 
further reason why it is wise for the American people 
to proceed cautiously in regard to the latest proposal 
dangled before them . .. There is a vast difference be- 
tween sound social security and impractical experiment- 
ing in social security at the expense of the public. There 
is much to support the impression that the pending bill 
overflows into the impractical, and in some respects the 
undesirable.” 


Vote On Forum Findings 

The following excerpt was a display bold fece item 
in the San Francisco Chronicle of October 8, 1945: 

Readers unable to attend the San Francisco Forum on 
peace-time community relationships are given an oppor- 
tunity to indicate whether they agree with its findings. 

Below is a ballot listing 10 of the most significant 
recommendations made by the five panels, which studied 
all phases of peacetime problems, and the audience. 

Whether you agree or disagree, fill in the ballot and 
mail it to The Chronicle Forum. The ballots will be 
tabulated and the results published. 


THE FORUM BALLOT 


Here are ten of the most significant recommendations 
which came oue of The Chronicle Forum on postwar 
community relationships. 

Readers of The Chronicle can indicate their agreement, 
or disagreement, by filling in the ballot and then mailing 
it to: 

The Chronicle Forum, 
The Chronicle, 
San Francisco 19, California 
Forum Ballot 

As rapidly as the ballots come in to The Forum, they 

will be tabulated and the results published. The vote 


totals will indicate the amount of public interest, and 
its direction. 
Do you agree? 
Yes No 
€—A compulsory hea!th insurance system 
should be set up O O 


Form Letter on Behalf of a Candidate for Civil Office 
A postcard recently received, on reverse side gave a 
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photograph of a candidate for office, plus a sub-legend. 
On the face of the card in left third (reprinted here for 
suggested value) was printed the following: 
Dear Friend: 

At the coming election on Nov. 6, 1945, my good friend, 

(Name) 
will be a candidate for retention in office. He is eminently 
qualified in every respect for this office by reason of his 
splendid record. Your support and that of your numerous 
friends will be a personal favor to me, 
Sincerely, 


(Signed) 


Voluntary Health Plan Versus State Medicine 

Despite high-power propaganda for “socialized medi- 
cine” both in California and throughout the nation a 
great many of the ordinary citizens who are supposed 
to be the principal beneficiaries of the new plan look 
with a good deal of skepticism upon any state control of 
medical services. 

They are jealous of the privilege of going to the doctor 
of their choice when they need medical attention. And 
they don’t like the prospect of having still another 
bureaucrat tel! them what to do and when to do it when 
they get sick. 


This feeling however, does not eliminate the obvious 
fact that far too many people feel themselves financially 
unable to have all the medical treatment they need with 
the result that the public health is not safeguarded to the 
extent it should be. 


Statistics indicate that 95 out of 100 persons who reach 
the age of 60 either have had or will have hospitalization 
or surgery. In a good many instances this was the result 
of emergency need and brought unexpected expense to 
families which found themselves unable to assume it with- 
out considerable difficulty. 


As a result of these facts both physicians and laymen 
have been seeking a solution to the nation’s health prob- 
lems for a good many years. And back in 1929 part of 
the answer, at least, was found when a method of pre- 
paying the cost of hospital bills was organized and put 
into practice at Baylor University, Texas. A group of 
community-minded doctors and hospitals discovered that 
employed persons could, and would, pay the cost of illness 
and injury on a voluntary, non-profit prepayment basis. 


From the Texas experiment emerged Blue Cross hos- 
- pital plan that has brought aid and comfort to millions 
of Americans since that time. Worry over the cost of 
hospitalization is largely eliminated under the plan, with 
the result that today more than 19,000,000 Americans in 
82 Blue Cross plans throughout the United States and 
Canada are availing themselves of its protection. 

As Blue Cross expanded and proved satisfactory in 
meeting the needs for hospital care, the medical profes- 
sion began to organize parallel plans throughout the 
country to give employed persons adequate medical and 
surgical care on the same voluntary non-profit basis. 

California Physicians’ Service is one of these. Now 
numbering approximately 90 per cent of the medical doc- 
tors of the state, it is sponsored by the California Medi- 
cal Association and approved by the American Medical 
Association. 

Practicel experience in the operation of these doctor- 
hospital sponsored plans indicates that Americans are 
able, after all, to work out their problems on a voluntary, 
individual basis. It indicates that despite the nervous 
clucking of the do-gooders who do so much worrying 
about the “common man” he is pretty much able to look 
after himself when he is gven any encouragement at all. 


And it indicates that the doctors, convinced that the 
private practice of medicine is the way to good health 
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for everyone, are willing to do their part in making pos- 
sible the continuation of the voluntary method—the Amer- 
ican method—rather than the bureaucratic control which 
state medicine would bring.—Glendale News-Press, Sep- 
tember 22. 


Heart Specialist Proposes a Health Day to Raise 
Funds for Medical Research 


Dr. Samuel A. Levine of Boston, heart disease author- 
ity, suggested in San Francisco, on October 18, that a 
national health day be created to finance research for 
perpetual fight against all disease the same way the 
“March of Dimes” was developed by President Roosevelt. 


He recommended that it be held on the birthday of a 
President, perhaps that of President Truman, adding: 


Heart disease now is the “No. 1 public enemy in the 
field of health.” 


Fatalities are six times those from cancer. 


They are three times those from meningitis, poli- 
omyelitis; measles, scarlet fever and whooping cough 
combined. 


For each $500 spent on “polio” research, only 17 cents 
is available for heart disease research. 


Endowments no longer are capable of meeting “the new 
needs” of maintaining national good health. 

Dr. Levine's suggestion came between lectures at the 
sixteenth annual postgraduate symposium of the San 
Francisco Tuberculosis Association’s heart committee at 
Stanford Hospital. 

It was promptly indorsed by Colonel Irving S. Wright 
of the Marine Corps, medical consultant for the Ninth 
Service Command, and Dr. Louis E. Martin of Los An- 
geles, president of the California Heart Association. 

Dr. Martin added his intent to place it on the agenda 
of the next Statewide meeting of the Association. No 
date has been set because of war conditions, but it is ex- 
pected in the spring. 

With more people dying from heart diseases than any 
other cause, Dr. Levine said the need for funding re- 
search has reached an acute stage. Medical science knows, 
for instance, that the Chinese do not get coronary heart 
ailments, but Americans do. 

Doctors would like to know why this is true, he said, 
but it appears as if they won’t be able to find out without 
conducting a world survey, and that is impossible on 
funds now available. 

He suggested further that greater attention be paid to 
postgraduate education. Greatest emphasis now, he said, 
is placed on the education of the undergraduate—the per- 
son who is going to become a doctor—over a period of 
four school years, but virtually nothing is being done for 
education during the doctor’s actual career, which nor- 
mally spans 40 years, or 10 times his school training: 

Medicine’s greatest need, Dr. Levine emphasized, con- 
tinues to be research, and it should be supplemented by 
“more adequate and general utilization of the knowledge 
we now have.” 

As an aside, he mentioned that President Roosevelt, 
who devoted a lifetime to the fight against “polio,” died 
of a vascular heart disease. 

Colonel Wright lent emphasis to the discussion by de- 
claring that heparin and dicumarol, two relatively new 
substances still in an exploratory stage of development, 
have helped to revolutionize previous theories of blood 
clotting and unlimited possibilities are dependent upon 
financing of research. 

It is entirely probable, Colonel Wright said, that 
further study of these two substances would be the door- 
way to a field which would prolong life. He emphasized 
the “experimental” nature of work to date but was defi- 
nite about the accomplishments promised. 
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Governmental Medical Care 


Dr. Willford I. King, Professor of Economics, New 
York University, in a pamphlet put out by the Commit- 
tee for Constitutional. Government, referring to Public 
Medical Care, stated: 


VIII. PUBLIC MEDICAL, CARE 


The C.I.O. also favors installing a system of public 
medicine. If this is done, it will again mean expanding 
the field of public activity at the expense of private 
enterprise. If the system as proposed is adopted, it will 
siphon into the public treasury most of the income now 
spent for medical care by the citizens. Past experience 
indicates when Government takes over any function the 
citizens gradually lose all control of the way that func- 
tion is administered. Presumably, therefore, medical treat- 
ment will gradually be regimented to suit the whims of 
the administrators. 


Senate Bill 178 to Permit Chiropractors to Treat the 
Beneficiaries of the United States Emplyees’ 
Compensation Act 


(Excerpts from Congressional Report) 


Congressional Subcommittee hearings on S. 178, a bill 
to amend the United States Employees’ Compensation 
Act, were held in Washington, D. C., on May 16 and 
June 13, 1945. 


The report of the hearings is printed by the United 
States Government Printing Office, Washington, D. C., 
and, for requests of copies, has reference printing num- 
ber 76,286. The bill was designed to authorize the United 
States Employees’ Compensation Commission to pay for 
services rendered by chiropractic physicians to Federal 
employees. 

The report covers 104 pages and contains much com- 
ment of interest to physicians and also to citizens who 
believe that high standards of education and professional 
training should be demanded of all persons who seek 
licenses as practitioners of the healing art. For C.M.A. 
members who are interested, excerpts from this report 
are here printed: 


= 7 7 


The committee met, pursuant to call, at 10 a. m., in the 


committee room of the Committee on Education and 
Labor, United States Capitol, Senator J. William Ful- 
bright (chairman) presiding. 


Present: Senators J. William Fulbright, Smith, Morse, 
and Donnell. 


Senator Futsricut. The committee will come to order. 


We are meeting this morning to consider S. 178, a bill 
to amend section 40 of the United States Employees’ 
Compensation Act, as amended. 


(S. 178 is as follows:) 


[S. 178, 79th Cong., 1st sess.] 


A BILL To amend section 40 of the United States Em- 
ployees’ Compensation Act, as amended 


Be it enacted by the Senate and House of Representa- 
tives of the United States of America in Congress assem- 
bled, That the fifth and sixth paragraphs of section 40 of 
the Act entitled “An Act to provide compensation for 
employees of the United States suffering injuries while in 
the performance of their duties, and for other purposes”, 
approved September 7, 1916,°as amended (U. S. C., 1934 
edition, title 5, sec. 790), are further amended to read as 
follows: 


“The term, ‘physician’ includes surgeons and osteo- 
pathic and chiropractic practitioners licensed by State 
law and within the scope of their practice as defined by 
State law. 


“The term ‘medical, surgical, and hospital services and 
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supplies’ includes services and supplies by osteopathic and 
chiropractic practitioners and hospitals as licensed by 
State law and within the scope of their practice as de- 
fined by State law.” 


7 7 7 


Senator Futsricut. Senator Abe Murdock, the author 
of the bill, is the first on the agenda, and we will be glad 
to hear him. 


STATEMENT oF Hon. ABE MurpockK, A SENATOR IN 
CONGRESS FROM THE STATE OF UTAH 


Senator Murpocx. Mr. Chairman, I first desire to thank 
you and also the other members of the subcommittee of 
the Committee on Education and Labor for giving us 
this opportunity to appear and consider S. 178... . 

Senator SmitH. The only question I would raise is 
this: Being the son of a physician and very jealous of 
proper educational qualifications in any professional field, 
I just raise the question whether the State laws for ad- 
mitting chiropractors are as stringent as they are for the 
medical profession generally. 


Senator Murpock. I am not informed on that particu- 
lar question. However, I think the Congress can very 
well rely on our States to see that our people in the re- 
spective States are given proper protection against quacks 
or any unqualified persons... . 


STATEMENT oF Hon. JoHN H. ToLan, A REPRESENTA- 
TIVE IN CONGRESS FROM THE STATE OF CALIFORNIA 


(Congressman Tolan represents the Oakland District) 


Mr. Toran. Mr. Chairman and members of. the com- 
mittee, I wish to say, along the lines of Senator Mur- 
dock, that I too am the father of six children, so I have 
got him tied, and I have the finest doctor friends. 

When I introduced this bill I had never taken chiro- 
practic treatment in my life. 


The first step we have taken was to add osteopaths 
on to physicians. In other words, by regulation of the 
Employees’ Compensation Commission about 25 years ago 
they ruled that osteopaths and chiropractors did not 
come within the purview of physicians, don’t you see? 
Now, that was started, and then they had some bills sent 
to them which they turned down on that ground. 


I am going to be very brief about this because I know 
you are very busy and you have other witnesses. As to 
the merits of chiropractic and the medical profession, 
someone else will take care of that, but I do not see that 
that is involved, myself. 

This is an employees’ bill. The right for a Federal 
employee to go to a chiropractor if he thinks that he can 
help his back, for instance, that is all it is. It is permis- 
sive only, and it is up to the Employees’ Commission to 
designate anyone they see fit in all parts of the United 
States, so it is again permissive with him. But anyway, 
be that as it may, there are about 20,000,000 chiropractic 
patients in the United States. In other words, the public 
can go to the chiropractor. 

What this bill is aimed at is to permit the Federal 
employee to go there and get treatment and have the bill 
paid like he would if he had treatment from a physician. 
I cannot conceive how 20 000,000 people can all be wrong, 
I just cannot conceive of it. 

You have about 12 to 15 million chiropractors. Some 
of the finest citizens in the District of Columbia are 
chiropractors, as far as that is concerned. 

Senator Funsricut. Did you say 12 or 15 million? 


Mr. To.an. I am surprised I did not say billion, but 
missed on that. No, it is twelve to fifteen thousand. 


Now, the bill, gentlemen of the committee, just pro- 
vides for this amendment: 
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The term “physician” includes surgeons and osteopathic 
and chiropractic practitioners licensed by State law and 
within the scope of their practice as defined by State law. 

In other words, you only have five States in the Union 
that do not license chiropractors—five. They are not in- 
volved in this at all. 

Senator Futsricut. What are those States, while we 
are On that point, do you know? 

Mr. To.an. The 43 States? 

Senator Futsricut. The five States. 

Mr. ToLtan. We can get that for you. I have arranged 
for that. 

Senator Futsricut. All right. 

Mr. ToLan. Now, take Arkansas, for instance. There 
is nothing psychological about this, Mr. Chairman, but 
I just happened to pick Arkansas. 

Senator Fursricut. That is all right. 

Mr. Toran. I would like to cite the digest of the 
statute of 1937: 

SCOPE OF CHIROPRACTIC PRACTICE 

A chiropractor may adjust by hand the displaced seg- 
ments of the vertebral column and any displaced tissue 
and any matter related thereto for the purpose of remov- 
ing injuries, deformity, or abnormality of human beings. 

In other words, under this law they are absolutely 
limited, in the State of Arkansas, to that law, and they 
cannot go one step further. It is not obstetrics, it is not 
anything else. I am just citing that to give you ai idea 
of the law. 

Now, as to the legislative status of it, I took part in 
getting the osteopath in there, and that was enacted into 
law in May 1938; it passed the Senate and House and 
was signed by the President. This legislation is just to 
add on the chiropractor. 

This bill has been reported favorably twice by sub- 
committees in the House and by the full committee last 
fall. The reason it was not heard, it was late in the ses- 
sion, and I was to blame for that; I did not have nerve 
enough to put it on the Consent Calendar, because I had 
three or four physicians watching me there, so I knew 
it would be objected to,.and I did not try to get a rule. 
It was too late to get the rule, but it has been reported 
by two subcommittees in the House favorably, as well as 
the full committee. We expect to take it up again next 
week. 

I have been interested in it, just like the Senator here, 
because I think it is a discrimination. I think if a Fed- 
eral employee wants to go to a chiropractor, if he feels 
it will help him, I think he should have that right. He 
cannot do it now. 

In addition to what you said, Senator Murdock, I do 
not know of a single governmental employee organiza- 
tion that is not in favor of this bill. We have put in the 
record here in the House hearing all who have endorsed it. 

Again I say—and I am going to conclude with simply 
this—I do not think it is involved here, the merits of the 
chiropractic’s profession as against the medical profes- 
sion, I do not think it is involved at all. What is in- 
volved is the right for the Federal employee to go and 
get treatment there if he thinks it will help him. 

Senator Smitu. Might I interrupt you? 

Mr. To.an. Certainly, Senator. 

Senator Smitu. It seems to me where you say the 
term “physician” includes surgeons, osteopaths, and chiro- 
practic practitioners, you are practically bringing into the 
definition of “physician” groups that are not called upon 
by law to meet the same standard that the physician in 
practically all the States of this country is required to 
meet. 


Mr. Toran. I see what you meai. 


Senator SmitH. What I am afraid of is you will say 
to these Federal employees, “We think physicians are 
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so-and-so and you are perfectly safe in going to the 
chiropractor because he is a physician.” 

It is a misrepresentation of what we in the Federal 
Government believe should be the standards of a physician. 

Mr. To.an. I see what you mean. But at the same 
time the Federal Employees’ Compensation Commission 
has a right to designate, for instance, a chiropractor in 
my home city, Oakland, Calif., and under the Federal 
law no employee could be treated beyond anything within 
the scope of the California law, they could not do it, and 
that is all under the supervision of the Compensation 
Commission. 

Senator SmituH. You mean they could not do it with- 
out violating the law. 

Mr. Touan. Yes. 

Senator SmirH. But they could practice and put their 
sign out as practitioners, they may do a lot of those 
things and nobody knows the difference. 

Mr. To.an. You will find in nearly every one of those 
laws that they cannot hold themselves out as physicians, 
or call themselves doctors, even. 

Senator SmitH. Let me interrupt you a minute. The 
bill says, “the term ‘physician’ includes * * * chiropractic 
practitioners,” and therefore you say under the Federal 
law they are physicians. 

Mr. ToLan. Of course, that is defined, because the bill 
says “within the scope of their practice as defined by 
State law.” That is why we put that in there, as a safe- 
guard, exactly. 

Senator SmiruH. I misunderstood. I am not necessarily 
opposing this bill. What I am trying to do is to make 
a plea for the standards of medical practice. That is be- 
cause of my profession and because I think it is so aw- 
fully important. I think a lot of fakers are going around 
who treat people today and who are not properly qualified. 

‘ * © 

Mr. To.an. I guess there are fakers in every profes- 
sion and every business, and that is why we were careful 
to limit it to “as defined within the scope of the State 
law.” 

Senator SmitH. Could we have in the record the data, 
or have you the data or any material to show the dif- 
ference in the requirements of our State laws for physi- 
cians, for osteopathic practitioners, and chiropractic prac- 
titioners, so that at least our record will show that? 

Mr. To.an. That will all be put in the record. 

Senator Smiru. 

Mr. ToLan 


Senator SmitH. Am I correct in this, that osteopathic 
practitioners are already included under the present law 
and the only change here is the words “chiropractic 
practitioner”? 

Mr. To.an. That is all. 


Senator SmitH. Therefore I would be interested in 
having the record show that a physician’s preparation 
requires so many years of high school, medical school, 
and hospital training, the osteopathic profession requires 
this, the chiropractic profession requires that, so when we 
do report this out we know definitely what we are doing 
and we are not letting in any people who are not quali- 
fied and who are held before the public as properly 
qualified persons to take care of the illness. 

Mr. To.an. We will see that you have the benefit of 
that in the record, Senator Smith. 


Senator Smiru. I think that is important, because for 
a long time I have been troubled about the fact that the 
poorer people of the population are worked on by fakers, 
people who charge less and therefore they go to them, 
and if you place this person in a physician status and 
they go to him they get the wrong kind of treatment. I 
have had so much training in my youth with it in con- 


I would like to see that. 
That is right. 
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nection with my own university work that I am terribly 
jealous of standards for professional services. 

Mr. Totan. This thing was fought out in 43 States, 
but 43 legislatures finally approved it. 

Senator Smiru. I see the force of that. 


Mr. Totan. I think that is all. Thank you very much, 
Mr. Chairman, and members of the committee. 


Senator Fursricut. Thank you, Congressman. 


The next witness is Mr. Clarence F. Stinson, assistant 
secretary of the National Association of Letter Carriers, 
Washington, D. C. 


7 7 7 
Senator Futsricut. The committee will come to order. 


The first witness is Hon. Arthur L. Miller, Member 
of Congress from Nebraska. 


STATEMENT oF Hon. ArtHUR L,. MILLER, A REPRESEN- 
TATIVE IN CONGRESS FROM THE STATE OF NEBRASKA 


Dr. Miter. Do you want me to qualify myself first? 
Senator Fuisricut. If you wish. 


Dr. Miter. I am a physician of 25 years’ experience, 
a Fellow of American College of Surgeons, and I served 
for a year and a half as State health director in Nebraska. 


I appear here in reference to Senate bill 178. This bill 
wou!d give the chiropractors a right that is mandatory, I 
think, upon the Commission to permit them to treat 
Federal employees. 


I think the Congress has a definite duty to protect 
citizens in the type of treatment that they might be 
receiving. ... 


I think there are some 20,000 chiropractors in the 
United States, and of that group I think you will find, 
from a careful analysis, that few of them had high 
school education. As the State director of health in 
Nebraska I had the background of the men practicing in 
that State, and some of them did not even have high 
school, but just grade school qualifications. .. . 


7 7 7s 


SCOPE OF CHIROPRACTIC PRACTICE IN THE UNITED STATES 

Prepared by the Bureau of Legal Medicine and Legisla- 

tion, American Medical Association, Chicago, May 1938, 
as supplemented October 1943 


CALIFORNIA 


Citation.—Deering’s General Laws of California, 1931, 
Act 4811. 


Scope of chiropractic practice.—A license authorizes the 
holder to practice chiropractic as taught in chiropractic 
schools or colleges and the right to use all necessary 
mechanical and hygienic and sanitary measures incident 
to the care of the body. It does not authorize the holder 
to practice medicine, surgery, osteopathy, dentistry, or 
optometry, nor does the act authorize the use of any drug 
or medicine now or hereafter included in materia medica. 
A licentiate cannot use the title “doctor” or the prefix 
“Dr.” without the word “chiropractor” or “D.C.” imme- 
diately following his name. He cannot use the letters 
“M. D.” or the words “doctor of medicine,” or the term 
“surgeon,” or the term “physician,” or the word “osteop- 
athy,” or the letters “D. O.,” or any other letters or suf- 
fixes, the use of which would indicate that the licentiate 
was practicing a profession for which he held no license. 
Licentiates must observe and be subject to all State and 
municipal regulations relating to all matters pertaining 
to the public health, and shall sign death certificates and 
. make reports as required by the law to the proper author- 
ities, and such reports are to be accepted by the officers 
of the departments to which the same are made. 
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Senator Fu.sricut. General Lull, we would be glad 
to have your testimony on this bill. 
STATEMENT oF May. Gen. Grorce F. Lunt, Deputy 
SurcEOoN GENERAL, Unitrep Statrks ARMY 
General Lutt. My name is Maj. Gen. George F. Lull, 
United States Army, Deputy Surgeon General. 

Before proceeding, I would like to state anything I say 
has not been submitted to the Bureau of the Budget, nor 
am I informed as to the attitude of the President on this 
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program. I do wish to appear before the committee to 
state the status of chiropractors with reference to the 
Medical Department in the Army. I can state it very 
briefly, and that is that we do not have chiropractors 
employed, either as commissioned or enlisted individuals 
in the Medical Department of the Army. We base this 
on the fact that the soldier should receive the best pos- 
sible medical care, and we do not believe that a chiro- 
practor is competent to give the proper medical care. 
7 7 7 
STaTEMENT OF Dr. HERMAN G. WEISKOTTEN, DEAN, 
Syracuse UNIvERSITy, CoLLEGE oF MEDICINE, 
, Syracuss, N. Y. 


Senator SmiruH. Doctor, will you state your name and 
background for the record? 


Dr. WetskoTrEN. My name is Herman Weiskotten. I 
live in Syracuse, N. Y. I am dean of Syracuse Univer- 
sity College of Medicine. I received my doctor of medi- 
cine degree from Syracuse University. I am a pathol- 
ogist, and have been a member of the department of 
pathology of this college since 1910. I am a member of 
the ceuncil of medical education and hospitals of the 
American Medical Association, a member of the New 
York State Public Health Council and a member of the 
New York State Commission on Medical Care. 


Members of the committee, my opposition to this 
amendment is stimulated by my interest in the medical 
care of the American public and in the field of medical 
education. The objective of medical education is to pre- 
pare individuals for the practice of medicine. The prac- 
tice of medicine, regardless of any technical or legal 
definitions, is the prevention of disease and the treatment 
of sick or injured individuals, either with or without the 
use of drugs, apparatuses of various sorts, physical mea- 
sures, or surgical procedures. 


I am opposed to this amendment because as a pathol- 
ogist who has performed several thousand autopsies, I 
know that there is no sound basis for the chiropractic 
concept of the causation and treatment of disease. 

7 7 7 

Senator SmitH. You are insisting that responsibility 
be taken by someone adequately trained and held out to 
the public as adequately trained for the care of the 
human body? 


Dr. WeisKoTrEN. I am. That is my only contention. 

Senator SmitH. Now, might I ask you this further 
question? Do you happen to know whether any formal 
investigation or scientific study has been made by Amer- 
ican research men, say the American Medical Associa- 
tion, of the scientific merits of the chiropractic methods? 
Have they ever made any study of it so as to see what 
there is in the principle? 


Dr. WEIsKoTTEN. Certain individuals have made a 
study, and the whole development of medicine in regard 
to the study of the anatomy of the nervous system, the 
physiology of the nervous system, makes it perfectly ob- 
vious that there is no scientific basis for the construction 
that causation of disease in general lies in interference 
with nerves by displacement or subluxations of the 
veterebral column. It simply cannot be in a large num- 
ber of instances. The nerves which come off from the 
spinal cord have nothing to do with the conditions which 
certain chiropractors feel are caused by such displacement. 

Senator Smiru. It is your opinion that the theory is 
fundamentally wrong? 

Dr. WErskKoTrEN. Yes; I am sure it is. 


EpucaTIoNaAL, BACKGROUND OF CHIROPRACTORS 


In 1927, eighteen years ago, representatives of the 
council on medical education and hospitals of the Amer- 
ican Medical Association inspected a number of the better- 
known chiropractic schools. A report of that inspection 
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was published in the Journal of the American Medical 
Association, May 26, 1928.... 


Here is what the report had to say about the conditions 
found to exist in chiropractic schools: 


“Chiropractic has had, during its brief career of 32 
years, about 150 schools. Forty of these are still active, 
many of them offering courses at night only and having 
a mere handful of students; more than half of the 40 
are so poorly housed and so inadequately financed that 
their future is problematic. B. J. Palmer, the ‘developer’ 
of the cult, recently said: ‘According to our records, 48 
chiropractic schools have closed their doors during the 
past 2 years.’ 

“An entrance requirement of 4 years of high school 
study or its equivalent is claimed by the best of these 40 
schools; probably not one of them is enforcifig the re- 
quirement. Mature age, business experience, ability to 
earry the chiropractic courses, or any convenient achieve- 
ment is declared to be a satisfactory equivalent. A few 
schools give ridiculously short and easy high-school quiz 
courses and certificates, for which a special tuition fee is 
charged; this course in one of the leading chiropractic 
schools occupied 2 evenings weekly for 6 months. Fifty 
per cent or more of the chiropractic schools do not even 
claim to require a high-school education. 


“The courses offered in the majority of these schools 
run through ‘three school-years of 6 months each.’ They 
are poorly chosen, poorly arranged, and poorly outlined. 
The student may begin on any school day of the year and 
finish on the same day of the eighteenth month there- 
after. There are no adequate records of amount or qual- 
ity of work done. Going to school is a matter of ‘doing 
time,’ and the student is given his doctor’s degree as soon 
as the time limit expires. Legislation has forced a few 
schools to lengthen their courses to 24 or 27 months. 


7 7 7 
SrateEMENT oF Dr. FrepericK J. QuicLEy, EXECUTIVE 
SECRETARY, COMMITTEE ON LEGISLATION, THE MEDICAL 
Society of NEw Jersey, Union City, N. J. 


Senator Smitru. Dr. Quigley, as I am a New Jerseyite, 
myself, I am very glad to see you here. 

Would you state your name and qualifications, Doctor ? 

Dr. Quictry. My name is Frederick J. Quigley, of 
Union City, N. J. I am a physician. I am a past presi- 
dent of the Medical Society of New Jersey... . 

The National College of Chiropractic in Chicago is 
referred to by most of my chiropractic acquaintances as 
the “best school.” In May of 1944 I attended a meeting 
of the National Tuberculosis Association in Chicago. 
While there I visited the National Chiropractic College. 

On page 11 of the catalog of the National College of 
Chiropractic the description of the course is headed 
“Chiropractic and Drugless Therapy Course.” It is stated 
here that upon completion of the course— 


The degree doctor of chiropractic is conferred and the 
degree of drugless therapy. 


That is not all, however, that the college does in the 
matter of conferring degrees. The next paragraph reads: 


Students who desire the degree of doctor of naturop- 
athy can obtain this degree by including naturopathic 
subjects in their course. 


The next paragraph is as follows: 


Those who wish to obtain a license to practice mechan- 
otherapy in the State of Ohio may qualify for this degree. 


So a graduate of this school who intends practicing in 
Ohio would have had conferred upon him, upon comple- 
tion of the course, the following degrees: Doctor of 
chiropractic, doctor of drugless therapy, doctor of 
naturopathy, and doctor of mechanotherapy.- In the 1938- 
39 catalog of this school, page 11, is found the following: 


Upon completion of this course the degree doctor of 
chiropractic, cum laude, is conferred and also either the 
degree doctor of drugless therapy, or doctor of naturopathy. 

The statement that all ‘graduates receive the degree 
“cum laude” is not contained in the last catalog of the 
school. It may be that the educational director of the 
National Chiropractic Association, Dr. Nugent, in his 
efforts to raise the standards of the schools, has sug- 
gested that this announcement does not look well in print. 


Vol. 63, No. 5 


San Francisco Forum Submits Report on Social 
Insurance* 


The San Francisco Chronicle has been conducting a 
Forum on Governmental Relations and five panel reports 
have been printed. The panel report “On Government 
Relations With Industry and Labor” appeared in the 
Chronicle issue of September 23, 1945. Excerpts of in- 
terest to physicians follow: 


This report concerns the réle of government in meet- 
ing the transitional and postwar problems in our economy. 

None of the problems discussed in this report will ever 
be settled until the people become actively interested in 
and well-informed concerning these public issues. Public 
forums in which everyone has an opportunity to take 
part can supplement the work which must of necessity 
be done by government and other research agencies. Dis- 
semination of information to the people by all areas of 
government is essential to understanding and active par- 
ticipation on the part.of the people. 


PREAMBLE: This panel recognizes that the American 
people have an innate and historical distaste for govern- 
mental intervention in their economic system and in their 
lives as individuals. 

At the same time, we recognize the historic truth that 
exercise of the power of government to intervene and 
control has been found to be necessary and has been most 
strongly developed in periods of depression and war, 
when the economic system is out of equilibrium. 

Feeling that both the controls and the phenomena 
which give rise to them are equally to be discouraged, it 
is the consensus of the panel that governmental responsi- 
bility may be properly exercised to the extent necessary 
to assure equality of opportunity, to maintain economic 
stability, and to stimulate the continuing improvement 
of our standard of living. 

Thus found necessary and thus delimited, it is the func- 
tion of government to determine policy and to provide 
machinery for all segments or groups of the population 
to implement that policy. 

We consider it important to emphasize that the Nation 
remains today in a true war economy—that the present 
period of demobilization is the third phase of one process 
of preparing for war, fighting the war, and preparing 
for peace. Governmental planning and direction of policy 
will be necessary to the extent indicated, both to assure 
an orderly transition from war to peace and realistically 
thereafter to cope with the ever-increasing complexities 
of the modern economy. 


SOCIAL INSURANCE 


Social insurance should be strengthened and extended 
to all gainfully employed workers. With the exception 
of unemployment insurance, coverage should be extended 
to self-employed persons. 

Benefits now provided for old age and survivors’ in- 
surance by the Federal Government and for unemploy- 
ment insurance by the State Government should be re- 
vised and liberalized to bring these benefits in line with 
the new level of wages and prices. The panel recom- 
mends enactment of Federal legislation to provide supple- 
mentary unemployment insurance benefits at Federal ex- 
pense, which will liberalize the insurance rates and the 
length of benefits provided by the State law and will 
extend benefits to Federal employees and Maritime work- 
ers, as a temporary measure for the reconversion period. 

There should be added to the present Federal-State 
provisions for social insurance provisions for protection 
against the risks of illness and temporary and total dis- 
ability due to non-occupational causes, including a com- 
pulsory health insurance system. 


issue of CALIFORNIA AND 
“Forum” reports, see on 


*For other items in this 
WESTERN MEDICINE, regarding 
pages 237 and 243. 
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Chester Rowell’s Comment on Panel Reports 
(Cont’d from pp. 238-239) 


Chester Rowell, well known publicist and member of the 
Commonwealth Club of San Francisco, and long one of 
the vigorous proponents of Compulsory Health Insur- 
ance plans (Mr. Rowell was chairman of two State 
Commissions and submitted reports to California Legis- 
lature urging compulsory health insurance) in his column 
in the San Francisco Chronicle of October 4, referring 
to the excerpts from The Chronicle Forum panel appear- 
ing above, commented as per quotation below: 
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Chester Rowell: Forum Panel Unanimous on 
Health Insurance 


The panel on governmental relations with industry and 
labor reported to the full meeting of the San Francisco 
Chronicle’s Forum, recommending among other things a 
strengthening and extension of social insurance generally, 
and, specifically, “a compulsory health insurance system.” 

This was the only panel having this subject before it, 
and it was unanimous. Its members represented all the 
general labor groups, including the A. F. of L. and the 
C. I. O., the ownership and management groups, the 
Chamber of Commerce, and business and capital organi- 
zations. 

And its conclusions were the outcome of full hearings 
and careful examination of the whole subject. While the 
final action of the full Forum, and of others who wish 
to be heard, has not yet been taken, this conclusion has 
at least the moral weight of coming from the best- 
informed and most widely representative group having 
direct responsibility on this subject. 

The fuller panel statement on this subject follows: 

“There should be added, to the present Federal-State 
provisions for social insurance, provisions for protection 
against the risks of illness and temporary or total dis- 
ability due to nonoccupational causes, including a com- 
pulsory health insurance system.” 

But when such matters, especially health insurance, 
come up, the political pressure group lobbies at once in- 
trude themselves. 

In this case, another panel, which did not have this 
question even before it, and had to be ruled out for want 
of jurisdiction, tried to put in a resolution against health 
insurance. Nobody imagined that this was the spontane- 
ous act of this panel itself. On the contrary, everybody 
knew exactly what professional lobbyists were behind it. 

Instantly, also, the politicians got aboard, from the 
outside. . . . 


Another but Different Panel Report 


CALIFORNIA AND WESTERN Mepiciné Note:—The re- 
port of one of the Panel Committees of the Chronicle 
Forum appears above. 

Also comment from the column of Mr. Chester Rowell. 

Of interest is a panel report printed several days later, 
on October 6, by another Chronicle Panel Group or 
Committee. 

The two reports with their different recommendations 
indicate how easy it is to obtain divergent recommenda- 
tions on the problems of health protection and hospitali- 
zation services. 

Excerpts from the report of the Panel Committee on 
“Preserving the Democratic Way of Life” follow: 

* * * 


Our Way of Life—Panel Report 
HEALTH 
(Note: Except for the recommendation on health 
insurance, the panel delegated to a group of experts the 
drafting of the health items and did not receive them in 
time to review or pass on them.) 
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Health and Medical Care Services 


Essential health and medical care are basic to com- 
munity welfare and are a prime responsibility of its citi- 
zens. Sound community planning places responsibility for 
its basic health services, including provision for medical 
care for the medically needy, on tax supported agencies. 
Voluntary agencies offer supplemental services in codp- 
eration with existing public services. 


Priorities in Health and Medical Care 
1. Health Education: 


To maintain maximum health, citizens must be in- 
formed as to the values of health and the dangers of 
disease, shown what facilities are available to protect 
their own and others’ health, and influenced to trans- 
late that knowledge into action. 

To provide this information, the field of Health Edu- 
cation has been developed, and persons specially trained 
to direct these programs. Up to the present time, much of 
the activity in this field has been carried out by voluntary 
agencies. The positions of Health Educator in the Health 
Department and in the Schools should be created in all 
communities of any size, and all health education pro- 
grams codrdinated under expert leadership. 

2. Psychiatric and Mental Hygiene Services: 

Availability of psychiatric care is grossly inadequate. 
Psychiatric services need to be provided for those able 
to pay in full or in part, as well as for the medically 
indigent. Departments of Public Health, both State and 
county, need help in strengthening their programs. Since 
psychiatry is a field of medicine, these facilities should be 
developed as part of the existing medical care services 
of the communities. 

Much of the present pressure on psychiatric facilities 
could be diminished by the provision of adequate mental 
hygiene services, such as child guidance clinics. In San 
Francisco, the child guidance clinics are all operating 
with maximum case loads and are unable to meet the 
demand. 

3. Dental Hygiene: 

Like mental hygiene, the services and personnel are not 
sufficient for the needs of the community. There should 
be a full-time Bureau of Dental Hygiene in the Health 
Department, under the direction of a public health 
dentist. The school dental program, as well as other 
remedial dental care programs, should be extended as 
fast as personnel becomes available. 


4. Public Health Nurses: 


To a very large extent the effectiveness of health facil- 
ities and the use of them depends upon the adequacy of 
the public health nursing program. A desirable ratio is 
one nurse to 2,000 population. San Francisco falls far 
below this standard, and the 1945-46 Health Department 
budget does not provide for additional public health 
nurses, although there has been a large population 
increase. 


5. Hospitals: 


Hospitals in San Francisco, as well as in other large 
urban centers in California, are crowded, old and in need 
of replacement. Many hospitals are now planning the 
building of wings and modernization. Before these plans 
progress further, San Francisco and other Northern Cali- 
fornia cities should take under consideration combining 
their many clinical and hospital facilities in a few large 
modern structures. 

If San Francisco is to maintain its reputation as the 
medical center of the West, it is necessary for its hos- 
pitals to be modernized and expanded. The use of hos- 
pital space for convalescents and chronically ill, as well 
as for the non-indigent tubercular patient, could then be 
wisely planned and provided. 
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The Hill-Burton bill (S. 139) will provide funds to 
States to enable them to make surveys of hospital facili- 
ties in communities. San Francisco should apply for these 
funds when they are available and have a study made 
of its needs. 

It is recommended that health insurance is needed to 
assure to every person in California the opportunity for 
comprehensive medical services of the highest standard. 
It is therefore necessary to establish a contributory medi- 
cal insurance plan to accomplish this purpose. It is urged 
that the public should study the many plans so far pro- 
posed, weigh their merits and make up its minds as to 
the best method to accomplish the ends desired. 


Samuel Gompers on Compulsory Health Insurance 

The National Physicians Committee for the Extension 
of Medical Service, the Pittsfield Building, Chicago 2, 
Illinois, recently called attention to an address given in 
1916 by Samuel Gompers, then president of the American 
Federation of Labor. The address appeared also in 
J.AM.A. 

The National Physicians’ Committee introductory and 
the Gompers address, follow: 


What Is It? What Are the Implications? 


On May 24, Senator Wagner introduced in the U. S. 
Senate a Bill (S. 1050) Social Security Amendments of 
1945. Congressman Dingell introduced an identical Bill 
(H.R. 3293) in the House of Representatives. 

The key measure of these amendments provides for 
free medical, dental, laboratory and nursing care and 
hospitalization for all Social Security beneficiaries and 
their dependents—Compulsory Health Insurance. 

These provisions are more far-reaching than any pro- 
posals ever previously presented in the United States 
Congress. They are more comprehensive than any meas- 
ures enacted into law in any country with the possible 
exception of Russia. 

They not only represent a departure from all preced- 
ents but they would establish a governmental machinery 
and administrative mechanism that are truly collectivist 
in concept. 

In this country at this time there is a leadership of 
groups that would personally profit by the centralizing of 
controls. They would become the Gauliters or the sub- 
Fuehrers of a new order. 

The leadership of the A. F. of L. and the C. I. O. 
Labor Unions are vigorously supporting the Compulsory 
Health Insurance Provisions of the Wagner-Murray- 
Dingell Bills. The rank and file of Labor do not under- 
stand the meaning and implications of these measures. 

Times change and the points of view of men change 
with time—but there are basic principles governing human 
relationships that are eternal verities. 

On December 5, 1916, a conference on social insurance 
was held in Washington to consider such problems as 
unemployment insurance, old age insurance and sickness 
insurance. Samuel Gompers, then president of the Amer- 
ican Federation of Labor, speaking with deep feeling 
from some simple memoranda, warned organized labor of 
the threat inherent in the collectivist philosophy by which 
some leaders of labor are being seduced today. His ad- 
dress might well have been written as of today. 

Hence, below are reproduced excerpts from this basic 
document, as published in the Bulletin of the U. S. Bu- 
reau of Statistics, No. 212, page 845. 
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An ApprEss By SAMUEL GoMPERS, PRESIDENT 
AMERICAN FEDERATION OF LABOR 


Delivered in Washington, D. C., December 5, 1916 


For more than half a century out of my sixty-six years 
of life I have been concerned in the effort to try to bring 
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light and a greater degree of happiness into the lives and 
the work of my fellow men, and particularly of my 
fellow workers. I doubt if there be any one whose life 
is more attuned to the misery and the suffering of any 
one of my fellows than mine. With me it is the thought 
not only of helping to assuage immediate want or suffer- 
ing but of maintaining the opportunities of men to 
struggle for right and for justice. 

There has never yet come down from any government 
any substantial improvement in the conditions of the 
masses of the people, unless it found its own initiative 
in the mind, the heart and the courage of the people. 

Take from the people of our country the source of 
initiative and the opportunity to aspire and to struggle 
in order that that aspiration may become a reality, and, 
though you couch your action in any sympathetic terms, 
it will fail of its purpose and be the undoing of the vital 
forces that go to make up a virile people. 

Look over all the world where you will and see those 
governments where the features of compulsory benevo- 
lence have been established, and you will find the initia- 
tive taken from the hearts of the people. 


There are certain species of compulsory social insur- 
ance that by their mere statement carry with them the 
conviction of their self-evident necessity and justice, into 
which the element of depriving the people of rights can- 
not enter—such as workmen’s compensation and old age 
pensons. 


But when compulsory health insurance and compulsory 
unemployment insurance are proposed, the question arises 
at once, what are the conditions and regulations to be im- 
posed by the government to regulate the conduct of the 
supposed beneficiaries? .. . 


The highest standards in the lives of the workers have 
been secured by the development, the organization and the 
exercise of the economic power of the workers. Although 
this economic power is superficially indirect, it is in 
reality the most potent and the most direct social -insur- 
ance of the workers. It is the only agency that can readily 
guarantee to the workers protection against the results 
of the eventualities of life and give them a feeling of 
security. 


There is more voluntary social insurance among the 
workers in the United States than in any other country 
in the world. 


The organization of labor, which has secured reductions 
in the hours of their daily toil, which has secured higher 
wages and better standards of life, which has secured 
safety and sanitation, has done more to eliminate poverty 
and misery and unemplyoment and sickness than al! other 
agencies of government and private individuals combined. 


The trade-union of which I am a member and to which 
I owe my primary membership, in less than twenty-five 
years, as shown by absolutely accurate data, has reduced 
the sickness of its membership to a marked degree. It 
has lengthened the lives of the members of that craft on 
an average more than sixteen years. What is true of that 
organization is true to a greater or less degree of every 
other trade-union in America. 


The organizations of labor provide social insurance in 
cases of sickness or unemployment far too little to be 
true to their mission, far too narrow to suit my impa- 
tient spirit; but the willingness to fly from the ills we 
bear to those of which we know not is quite too general 
among men who are well meaning, yet who are theorists, 
or who desire to indulge themselves in a fad that involves 
grave consequences not only to the workers themselves 
but to the fundamental principles of freedom. 


Social insurance cannot even undertake to remove or 


prevent poverty. It is not fundamental and does not get 
at the causes of social injustice. The only agency that 
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does get at the cause of poverty is the organized labor 
movement. ... 

The labor movement aims at constructive results— 
higher wages, which mean better living for the worker 
and those dependent upon him, better homes, better 
clothes, better food; and shorter hours of work, which 
means relief from overfatigue and time for recuperation, 
workers with better physical development and with sus- 
tained producing power. Better physical development is 
in itself an insurance against illness and a certain degree 
of unemployment. The short hour workmen, with higher 
wages, become better citizens, better able to take care of 
themselves. 


Then again, the first step in establishing compulsory 
social insurance is to divide people into groups, those 
eligible for benefits and those considered capable of car- 
ing for themselves. The division is based on earning ca- 
pacity. This governmental regulation must tend to fix the 
citizens of the country into classes, and a long-established 
insurance system would tend to make those classes rigid. 


Governmental power grows upon that on which it 
feeds. Give an agency power, and it at once tries to reach 
out after more. Its effectiveness depends on increasing 
power. ... 

Is it not discernible that the payments required of 
workmen for this compulsory social insurance interfere 
very materially with mobility of labor and constitute a 
very effectual barrier to the workers’ determining their 
whole lives? 

It seems to me that what we in America will have to 
do is to proceed on grounds that shall bring not only 
social insurance of a practically advantageous character 
but that shall help to develop individuality and personality 
and character and help to recognize the real struggle of 
the masses of the people, to encourage them in their 
struggle so that they may have the higher and the better 
opportunity for self development. What we should aim 
to do is to encourage voluntary associated effort of free 
individuals for their social insurance. 


Industrial freedom exists only when and where wage 
earners have complete control over their labor power. 
To delegate control over their labor power to an outside 
agency takes away from economic power of those wage 
earners and creates another agency for power. Whoever 
has control of this new agency acquires some degree of 
control over the worker. There is nothing to guarantee 
control over that agency to employees. It may also be 
controlled by employers. In other words, giving the gov- 
ernment control over industrial relations creates a ful- 
crum which means great power for an unknown user. 


The introduction of compulsory social insurance in 
cases of sickness, or compulsory social insurance in cases 
of unemployment, means that the workers must be sub- 
ject to examinations, investigations, regulations and 
limitations. Their activities must be regulated in accord- 
ance with the standards set by governmental agencies. 
To that we shall not stand idly by and give our assent. ... 

Men and women, I trust I may not be sounding my 
warnings on the empty air. I hope that they may find a 
lodgment in the minds and the hearts of my countrymen. 

I bid you have a care in all these attempts to regulate 
the personal relations and the normal personal activities 
of the citizenship of our country ere it be too late. 


There is in the minds of many an absence of under- 
standing of the fundamental essentials of freedom. They 
talk freedom and yet would have bound upon their wrists 
the gyves that would tie them to everlasting bondage. 
And no matter how sympathetic or humanitarian is the 
gloss over the plan and the scheme, I again bid you be- 
ware. We know not when or how this great struggle 
going on in Europe will terminate, or what it shall mean 
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for the future of those countries; but at least let the 
people of the United States hold their liberties in their 
own hands, for it may come to pass that our America, 
the America whose institutions and ideals we so much 
revere, may be the one nation to hold the beacon light 
of freedom aloft and thus aid in relighting the torch, re- 
kindling the heart flame of the world’s liberty. . . . 

For a mess of pottage, under the pretense of com- 
pulsory social insurance, let us not voluntarily surrender 
the fundamental principles of liberty and freedom, the 
hope of the Republic of the United States, the leader 
and teacher of the world of the significance of this great 
anthem chorus of humanity—liberty ! 


(End of Samuel Gompers’ address) 


CALIFORNIA COMMITTEE ON 
PARTICIPATION OF THE 
MEDICAL PROFESSION 
IN THE WAR EFFORT 


War Casualties Now 1,069,632 


Washington, Oct. 18—AP).—A decrease in Navy fig- 
ures brought the war casualty toll down again today to 
a combined total of 1,069,632 for the armed forces. 

This was 521 under last week’s count. 

The Army total, covering casualties reported to the 
War Department through October 14 is 922,682, an in- 
crease of 99 from the previous week. The Navy total is 
646,950, a drop of 620. 

The Army casualties this week and a week ago: 
Killed, 208,966 and 207,754; wounded, 571,277 and 571,- 
40; missing, 19,892 and 21,510; prisoners 122,547 and 
121,829. 

The Navy figures: Kiled, 55,633 and 55,449; wounded, 
80,238 and 80.240; missing, 9,543 and 9,763; prisoners, 
1,506 and 2,118. 

Of the Army prisoners, 105,354 have been listed as 
exchanged or returned to military control. Of the Army 
wounded, 364,128 have returned to duty—San Francisco 
Call-Bulletin, October 18. 


World War II Deaths Four Times World War I 
Toll 


Washington, Oct. 9—(AP.)—American Army deaths 
in battle in World War II are four times those of 
World War I. 

In fact, more Americans died than in five earlier wars 
combined. These were the Revolutionary, War of 1812, 
Mexican War, Civil War (including both Union and 
Confederate deaths), and Spanish-American. 

In these five wars 192,581 Americans lost their lives; 
the World War I figure was 58,510; the World War II 
figure is 205,000 plus. 

General Marshall made the comparison in his chief 
of staff’s report “so that there can be no understanding 
of the enormous cost of this conflict, for which we were 
so completely unprepared.” 

He spoke of lives lost and physical miseries involved, 
rather than money. 

“There is no pay scale high enough to buy the services 
of a single soldier during even a few minutes of the 
agony of combat,” he said—lLos Angeles Times, Oc- 
tober 10. 


Points Lowered For Navy Doctors 


Washington, Oct. 8—(AP.)—The Navy lowered its 
point score for the discharge of medical officers from 
60 to 53 today. 
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An announcement said that 4,000 Navy Reserve physi- 
cians will become eligible for release under the new score 
by January 1, 1946. The Navy Medical Corps, both regu- 
lar and reserve, has a present strength of 13700. Under 
the 60-point score discharge system it is estimated that 
only 1,700 medical officers would have been eligible for 
discharge by the first of next year—San Francisco 
Examiner, October 10. 


Twenty-seven Hundred Doctors Released 
During September 


Durivg September and the first four days of October, 
the Army Medical Department has separated 2,700 doc- 
tors from the service and by Christmas it is expected 
that 14,000 doctors will have been separated, Brigadier 
General Raymond W. Bliss, Acting Surgeon General of 
the Army, stated recently before the House Military 
Affairs Committee. Through the months of July and Au- 
gust approximately 1,300 doctors were released. 

General Bliss pointed out that in proportion to the 
Army’s 45,000 doctors on VE-Day, there are now 43,000 
in service, 2,000 of whom are recent graduates of medi- 
cal schools. With the high hospital load in this country, 
a large number of doctors are needed to staff hospitals 
and separation centers, which are now at peak operation. 
These centers require a total of 2,000 doctors. 

Stating the approximate total of patients still in Army 
hospitals to be 400,000, General Bliss concluded, “You 
cannot treat patients without doctors. . . . According to 
the laws of Congress you cannot separate men without 
doctors. ... By Christmas we will have reduced the num- 
ber of doctors by at least 14,000, which represents more 
than 30 per cent of the total corps. At the same time, we 
will continue to meet our first and foremost responsibility 
to give the American soldier the best medical care that 
any soldier in any Army has ever received.” 


Continuing Shortage of Doctors 


Release of 28,000 From the Services as Only 
Temporary Relief 

Evidence is accumulating that the United States is head- 
ing for a shortage of doctors and dentists. Within 12 
months, 28,000 will be released by the armed forces. 
Their return to private life will bring some relief. It will 
solve none of the long-range problems. 

The signs of shortage are developing at a time when 
there is a mounting need for civilian medical care, re- 
stricted during the war years. The shortage may be years 
in reaching its maximum, but the causes are now apparent : 

Draft of 18-year-old students will cut the enrollment in 
premedical schools. It will be reflected in medical schools 
three years hence unless enough veterans and women 
enter training to fill the gap. 

Veterans’ care will take thousands of doctors out of 
civilian practice. The Veterans’ Administration is making 
plans to care for 300,000 patients in the next 20 years. 
Anticipating a doctor shortage, it is quietly planning 
future hospitals near established medical centers. . .. 

Demobilization of medical officers is through point sys- 
tems.'The Army and Navy are co6éperating with the War 
Manpower Commission’s Procurement and Assignment 
Service in the return of doctors to their private practice 
in communities that are in great need of their services 
now. That will bring relief, particularly during the com- 
ing winter. But the problem of the future cannot be 
solved by demobilization. That problem is to assure ade- 
quate medical care for the entire population. It is com- 
plicated by the fact that the trend among civilian doctors 
and dentists for years has been away from rural com- 
munities and toward the cities. Here is the outlook, by 
professional groups: 
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Doctors. Army and Navy now have 20,000 young doc- 
tors who never have been in private practice. If, upon 
demobilization, they establish themselves in areas of 
greatest need, medical care may reach normal peacetime 
levels by next spring. Should they settle in the cities to 
specialize, however, the over-all medical care of the 
nation will suffer and the distribution of physicians in 
ratio to the population will be worse than it is now. 

The problem of medical protection for remote rural 
areas is attracting increasing attention of public health 
officials. To offset the medical trend toward the cities, the 
suggestion has been made that State universities offer tui- 
tion-free medical courses to students who agree to prac- 
tice at least two years within the State in designated 
communities. .. . 

The immediate job ahead is to spread the available 
medical care evenly over the entire population, and keep 
it there—Washington, D. C., U. S. News, September 28. 


The Army Doctors 


Disinclination of the Army to release physicians to 
civilian practice is not too well understood by the gen- 
eral public. The delay is garnering much criticism 
throughout the country, which is doubtless responsible 
for the circumstance that the Army is now taking cer- 
tain steps to return some physicians to civil life although 
the program is observed by the inexpert eye does not 
offer a great deal of relief. 

The situation as it now exists is that 13,000 physicians, 
25,000 nurses, 2,500 dentists, and many other Army medi- 
cal department officers will be returned to civilian life by 
the end of this year. The effect of this upon the situation 
can better be determined after the program has been put 
into effect, and the rapidity with which it has been carried 
out has been observed. 

So long as these physicians were needed for men over- 
sea, none in civil life here at home would complain. The 
Army properly was given first call on their services and 
it was a huge satisfaction to us here at home to realize 
the excellent job the medical corps, both of the Army 
and Navy, was doing for our boys overseas. 

But it is difficult to understand now, when there are so 
many service men being returned, thousands and thou- 
sands every month, that the public should be compelled to 
be content with shorthanded professional services. Cer- 
tainly so many doctors are not needed now in the armed 
services as was the case under actual combat conditions. 

Congressman Brown of Ohio, ranking Republican 
member of the House Interstate Public Health subcom- 
mittee, states he has received reports from doctors in the 
service that many of them are doing nothing but sitting 
around. The physicians themselves naturally enough, re- 
sent the situation. Concerning it, Mr. Brown said: 

Everyone is in favor of giving our service men all the 
medical attention they need and the best of it. But it 


seems foolish to keep in uniform more doctors than are 
actually needed to do this. 


The Army authorities must be aware the physicians 
who stayed home to take care of the civilian population 
while their professional colleagues went overseas to 
guard the health of American fighting men are entitled to 
a break quite as much as the civilian population. 

Most of these medical men here at home have been 
working long hours, day and night, to respond to the calls 
made upon them. Many of them have broken down under 
these demands and are themselves in poor health as a 
result. They are clearly entitled now to an opportunity 
to rest and recuperate from the hard work they have 
been doing. 

Every factor in the situation demands as many doc- 
tors be released from the armed services as is possible 
and as quickly. The war is supposed to be over. More 
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professional services here at home, and a better break for 
the medical men who have been doing the work here, 
ought now be available—Editorial in San Bernardino 
Sun, Septembre 26. 


Col. Lee Tells Commonwealth Club Army Doctor 
Has 160 Patients, Civilian Physician Has 1,000 
While civilians who are lucky may have one doctor for 

every 1,000 residents of a community, in the army a doc- 

tor is assigned to every 160 healthy men, Col. Russel V. 

Lee, Palo Alto physician now stationed in Washington, 

D. C., told the Commonwealth Club at its weekly lunch- 

eon meeting Friday. 

Colonel Lee has returned to Washington after a brief 
stay on this coast. After service at Santa Ana Army 
Air Base and a 60,000-mile tour of duty which covered 
combat zones, he is now with the bureau of preventive 
medicine of the Air Transport Command in the capital. 


Colonel Lee anticipates his discharge from the army 
within a few weeks, his wife said today. Mrs. Lee was 
to leave today for Washington and planned to drive back 
to California with her husband. . . —Palo Alto Times, 
September 17. 

\ 


Medical Care in Veterans’ Administration 

H.R. 4225 is the number of a bill introduced by Repre- 
sentative Rankin, by request, to establish a Department 
of Medicine and Surgery in the Veterans’ Administration. 
It appears to be the bill a draft of which was discussed 
recently with the Committee on Postwar Medical Service 
by the Acting Medical Director of the Veterans’ Admin- 
istration, Major General Paul R. Hawley. 


Indications are that hearings on the bill will be ex- 
pedited by the House Committee on World War Veter- 
ans’ Legislation. It is expected, too, that the provisions of 
the bill will be discussed during the course of the Public 
Relations Conference that has been scheduled by the 
Council on Medical Service and Public Relations for 
October 19 and 20, at the headquarters building in Chicago. 


Victory Loan 


The War Finance Division, U. S. Treasury Depart- 
ment, Washington 25, D. C., calls attention to the fol- 
lowing : 

Victory Loan 


The war is over, but we haven’t paid the bill for it. 
In addition to continuing sales, there must be one more 
big drive for extra bonds—the Victory Loan. 


Why does the Treasury need $11 billion in bonds when 
there is no longer a war? 


Why should people buy Victory Bonds after the war 
is over? 


Why the Treasury Needs the Money: 


This is why the Treasury is asking for $11 billion in 
the Victory Loan: 


(1) Care of the wounded and rehabilitation of veter- 
ans. This job is going to be one of the nation’s biggest 
expenses for years to come. Mustering-out pay, educa- 
tion, loans, and general administration of the G. I. Bill 
of Rights must be added to care of the wounded. 

(2) Cancellation and termination of war contracts. 
Huge sums are still required to pay for war materials 
which were ordered, produced, and delivered months ago. 
Where contracts are canceled, payment must be made to 
contractors for losses suffered, and as contracts are ter- 
minated, companies drop out of the excess profits bracket 


*In a future issue of CALIFORNIA AND WESTERN MEDI- 
CINE, will appear the address by Dr. Lee. 
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and our taxes go down, thus decreasing Federal tax re- 
ceipts. : 

(3) Inflation. While unemployment will rise during 
the reconversion pericd, the big bulk of American wage 
earners will still be earning high wages and will have 
the most money accumulated that they’ve had for years. 
Present figures indicate that the “inflationary gap”—the 
difference between purchasable goods and services and 
income—will be about $40 billion this year. In addition, 
Americans have accumulated about $100 billion in savings 
since Pearl Harbor. 

If this extra money is saved, it can provide a backlog 
of buying power and a steadying influence for years to’ 
come. Conversely, if people should try to spend it now 
before many consumer goods are available, chaos can re- 
sult. 

(4) Bringing men home. It’s just as expensive as send- 
ing them over, and the process will go on for an indefi- 
nite period. 

(5) Maintaining armies of occupation. Housing, feed- 
ing, giving medical care to at least two armies abroad is 
a costly business which will go on for sometime—we 
don’t know how long. 


Why Should People Buy Victory Bonds Now? 


We believe the American people should—and_ will— 
lend their money to help pay our debts to the men who 
fought our war and were hurt doing so. We believe that 
the care of the wounded, the care of families of men 
killed, and the rehabilitation of veterans can be used to 
produce powerful and effective advertising for the Vic- 
tory Loan. 

We believe people will buy Victory bonds to help pay 
for bringing our men home. 


And we believe that today, more than ever before. 
people will buy Victory bonds in their own self-interest. 


In the past four years, the American people have shown 
excellent judgment, by and large, in their attitude to- 
ward bond buying. As individuals, as communities. as a 
whole, they have, through their bond buying, laid the 
foundation for a sound and prosperous post-war economy. 


If the American people will exercise that same good 
judgment during the critical times immediately ahead, we 
have nothing to fear. 


Today. nearly ©0 million Americans own war bonds. 
Nearly 30 million have been buying bonds regularly out 
of earnings. These people have learned to save and like 
it. They have accepted bond buying as a method of 
attaining such personal goals as owning a home. educat- 
ing children, starting a business. They like the idea of 
having an emergency fund for a period of post-war un- 
certainty—a period which is now hard upon us. 

Furthermore, this is the last of the war loans. There 
will be no more. This is the final extra effort we will be 
called on to make. (Though E, as well as F and G, 
savings bonds will continue on sale, especially through the 
payroll savings plan.) 

The Victory Loan begins October 29 and ends Decem- 
ber 8. The overall quota, corporate and individual, is $11 
billion. The quota for individuals is $4 billion—$2 billion 
for E-bonds alone. 

In all Victory Loan advertising, the bonds will be 
called Victory Bonds instead of War Bonds. 

Slogan and Insigne 
Slogan: “They finished their job—let’s finish ours!” 


Against the insidious wiles of foreign influence, . . . 
the jealousy of a free people ought to be constantly 
awake, since history and experience prove that foreign 
influence is one of the most baneful foes of republican 


government. 
—Washington, Farewell Address, 17 September, 1796. 
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COMMITTEE ON HISTORY 


Gift of $25,000 for Minnesota Medical History 


The Minnesota Historical Society has announced that 
the Society has received a gift of $25,000 from the Mayo 
Properties Association, Rochester, Minnesota. The money 
will be allocated for use in the writing and publication of 
a “History of Public Health in Minnesota.” 


The announcement stated that Minnesota, from its 
earliest days. had been a leader in the public health move- 
ment. Dr. Charles N. Hewitt, who came to Red Wing in 
1866 after serving as a surgeon in the Civil War, was 
the trailblazer of the public health movement in Min- 
nesota. It was his contention that Minnesota promote the 
fight for good health. Through his efforts, a Minnesota 
state board of health was established in 1872. Dr. Hewitt 
served as its head for twenty-five years. 


It took time to bring about public thinking along his 
proposed lines, but much progress was gained as years 
went by. Quarantine for contagious diseases was made 
eompulsory; vaccination was demanded; pure food laws 
were passed; a war against diseases in livestock was 
organized each effort a pioneer in itself. 


With this background of pioneering in public health, 
the Minnesota Historical Society through this generous 
gift from the Mayo Properties Association, will be able 
to record for the people of the state what has gone before 
in the dynamic history of the public health movement. 


The story of this movement, will be a major contribu- 
tion to the history of Minnesota and its people. It will be 
of interest not only to the medical profession, but also to 
nurses, public officials, students of sociology and history, 
social workers, and a wide public. 

Mr. A. J. Lobb, secretary of the Association stated 
“that the Board of the Mayo Properties Association 
appreciates the need for such a publication and the neces- 
sity for prompt action in order that the materials may be 
preserved and the story recorded by those now living.” 


The producing of the “History of Public Health in 
Minnesota,” will open the way to monographs and spe- 
cial studies of aspects of the movement that cannot be 
dealt with in one general account. It will be important 
also as a contribution to a larger history of medicine in 
Minnesota which ultimately will be written. 


Los Angeles County Medical Association— 
Its Founders 


In the Bulletin of the Los Angeles County Medical 
Association, issue of November 1, 1945, Editor E. T. 
Remmen, referring to the 75th anniversary banquet to be 
held on Thursday, January 31, 1946, makes _ historical 
comment as follows: 


Tue BurLpers 


On the evening of Thursday, January 31, 1946, there 
will be a banquet in commemoration of the 75th anniver- 
sary of the founding of the Los Angeles County Medical 
Association. Plans are still incomplete but the gathering 
will take place in the Biltmore Bowl. Honored. will be 
our oldest members and past officers. Entertainment is to 
be excellent. The progress of medical organization and 
education since pueblo days wlil be the theme of ad- 
dresses. Every member is urged to mark the date on his 
calendar. The occasion will be one long to be remem- 
bered, if we can equal the delightful evening at the Am- 
bassador Hotel which marked observance of the fiftieth 
anniversary. On that occasion two of the three original 
incorporators then living attended the banquet. A postcard 
poll will be taken soon to ascertain how many will attend. 
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Until then it will not be known whether other than mem- 
bers can be invited. Probably no more than 800 can be 
accommodated and we have some 3,500 members. 


As part of the observance, the Secretary’s office is 
preparing a historical edition of The Bulletin. This will 
not be a tedious compilation of names, dates, and details. 
It is not practicable, with the time and funds available, 
to prepare an encyclopedic volume which would be of in- 
terest chiefly to historians. The editors hope to present 
the story of the Association and related agencies and 
groups in a readable and well illustrated manner which 
will depict the aims, purposes and accomplishments of 
the medical profession of Los Angeles County. Chapters 
will be devoted to the medical schools, health depart- 
ments, public and private hospitals. Significant addresses 
and resolutions will be included and unimportant detail 
omitted or presented in tabular form as far as possible. A 
large amount of material has been accumulated which 
will be of value for further study. 


It has been a long and difficult but fascinating task to 
read the minutes, records and correspondence which have 
accumulated in three-quarters of a century. It has been 
necessary to study the entire file of The Bulletin which 
was first published early in the century. Prior to that, the 
activities of the Association were largely chronicled in 
the Southern California Practitioner, founded in 1886. 
The California State Medical Journal, now known as 
CALIFORNIA AND WESTERN MEDICINE, is another source. 
Old newspaper files, photographs in various collections, 
material in the Huntington and California State libraries, 
correspondence with living persons, and many other 
sources have been utilized. Publications by Drs. George 
Kress, John Shuman, Henry Harris and George Lyman 
will suffer extensive and shameless plagiarism. Since the 
first two are members of our county medical association 
it won’t do them much good to complain. Actually, they 
have been of invaluable assistance and your editor is 
deeply in their debt. 


This study has been of absorbing interest. One comes 
to feel comradeship with those pioneer physicians and 
profound admiration for their accomplishments in the 
face of difficulties which we can scarcely imagine. Picture 
Los Angeles in 1871 as a rather squalid village of 6,600 
assorted whites, Mexicans, Chinese and others. There was 
no sewer system, no pavements and sanitation was non- 
existent. Communication with the outside world was by 
stagecoach or by sea. Perhaps 16,000 people lived in the 
entire county which included what is now Orange County. 
The town did not lack doctors, but some of them pos- 
sessed very little education. At that time quacks, as a 
rule, were either uneducated impostors who possessed no 
valid crédentials or educated physicians who were adver- 
tising swindlers. Cultists were less common. The State 
Board of Medical Examiners was still unborn. 


To this unprepossessing village came a handful of well- 
educated, brilliant medical men. Except Griffin, the Vir- 
ginian, who had been here since 1846 when he came over- 
land with General Kearney, they were young and recent 
arrivals. There was Edgar, veteran surgeon of four years 
with the Union Army, and Orme from Georgia, who had 
seen like service with the Confederate Army. Like the 
true scientists they were, they put aside the bitterness and 
hatred of fraternal war and worked together for every- 
thing that was good in medicine until death finally parted 
them. Widney, young, handsome, thoughtful and already 
distinguished for scholarship, was in the group. Hayes 
joined them and so did Rose and Dorr. Rose removed the 
following year from the city and we know little of him. 
Dorr acted as secretary at the first meetings. He wrote a 
beautiful hand resembling shaded engraving. Dorr moved 
to San Francisco in 1872 where he had a long and dis- 
tinguished career, dying at the age of 94 in 1934. All 
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were graduates of fine Eastern schools except Widney 
who was from Toland Medical College, San Francisco. 
Remote and isolated from sources of scientific informa- 
tion, they yet resolved to make Los Angeles a center of 
medical culture of which they could be proud. If that 
aim has been accomplished the credit is largely theirs; if 
not, the responsibility rests with our generation and not 
upon them who laid so firm a foundation. 

They founded a medical school only fourteen years 
after the organization meeting—a school which taught 
not medicine alone, but gave ideals and love of learning 
to its students. Its educational standards—if not its wealth 
—were equal to those of any medical college in the 
nation. They built hospitals, developed aseptic surgery, 
journeyed to far parts of the world in search of knowl- 
edge, published medical journals and worked for civic 
betterment. They were students of the classics and their 
writings are inspiring examples of learned, but clear and 
simple diction. As the years went on they were joined 
by excellent physicians from other cities and by their own 
students who took the torch from their failing hands and 
have carried it to greater heights. Let us study their lives 
and in reverence and humility keep vivid their memory. 


CALIFORNIA PHYSICIANS’ 
SERVICE+ 


Board of Trustees 


Lowell S. Goin, M.D., President, Los Angeles 
A. E. Moore, M.D., Vice-President, San Diego 
H. Randall Madeley, M.D., Vice-President, Vallejo 
Chester L. Cooley, M.D., Secretary, San Francisco 
Donald D. Lum, M.D., Assistant Secretary-Treasurer, 
Alameda 
C. Glenn Curtis, M.D., Brea 
J. Frank Doughty, M.D., Tracy 
P. K. Gilman, M.D., San Francisco 
Cc. L. Mulfinger, M.D., Los Angeles 
Rt. Rev. Thomas J. O’Dwyer, Los Angeles 
* ok * 


Executive Staff 


W. M. Bowman, Executive Director 
A. E. Larsen, M.D., Medical Director 
W. H. Gardenier, M.D., Assistant Medical Director 


Beneficiary Membership 


August, 1944 August, 1945 


145,282 
2276 
7,157 


Commercial Program 
Rural Health Program 
Housing Program 


Total Membership 154,715 


The Board of Trustees of California Physicians’ 
Service held a regular meeting on September 9th, at the 
C.P.S. Offices in San Francisco. 


‘he board approved the recommendation that all physi- 
cians and members of their families, as well as their 
nurses and secretaries, may become beneficiary members 
of C.P.S. This would allow those who take advantage 
of this to be covered for surgical operations, fractures 
and dislocations, and hospitalization for surgical as well 
as medical conditions for 21 days, plus one-half the cost 
for any stay immediately following this period, up to a 
maximum of 345 days. This will not only help C.P.S., but 
will help physicians taking care of other physicians or 
members of their families to be paid a fee for such care. 


Legal counsel reported that the oral argument in the 
litigation with the Insurance Commissioner was set for 


+ Address: California Physicians’ Service, 153 Kearny 
Street, San Francisco. Telephone EXbrook 0161. 

Copy for the California Physicians’ Service department 
in the OFFICIAL JOURNAL is submitted by that organization. 
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October 3rd. At this writing the court had granted the 
application for leave to produce additional evidence, con- 
tinuing the case to January, 1946. 

Mr. Anson Herrick, the Certified Public Accountant 
retained by C.P.S., appeared before the Board of Trustees 
and explained the new system of accounts, on which he 
had codperated with the administration in developing. 
The new system is specifically designed, after much ex- 
perimentation, for a prepayment medical care plan, and is 
geared to meet the financial affairs of C.P.S. in an effi- 
cient and economical manner in the event that large vol- 
ume of membership is acquired in the coming years. 

On Acquisition, it was reported that 10233 persons 
were enrolled in August, and that the total beneficiary 
membership as of August 31st was 154,715. It was re- 
ported at this meeting that the percentage of lapse of 
membership due to unstable labor conditions was begin- 
ning to have its effect, and that approximately 30 per cent 
of new enrollment fails to get on the books. 

In Professional Relations, it was reported that the 
membership has increased by 329 physicians during the 
past year. The attitude of physicians returning from serv- 
ice is also being felt, in that they express considerable 
satisfaction with the existence and growth of C.P.S. 
since they had left for service. Most of the service men 
are reaffirming their support of C.P.S. 

The Public Relations Program continues, with a corps 
of speakers who have been talking to civic organizations 
and service clubs. This program will be integrated with 
the coming Public Relations Program of the California 
Medical Association. 

On the Housing Program, the effect of the end of the 
war was being markedly felt in the Marin area, where: 
the membership dropped to 55 per cent of the community. 
Marin area had always maintained between 80 and 90 
per cent participation. Steps were taken for the possible 
discontinuance of the Marin Program. The Vallejo area 
will continue until evident changes warrant further con- 
sideration. 

The board was acquainted with negotiations currently 
in progress to develop a new rural health program along 
the lines of the commercial program, wherein surgical 
and hospital benefits would be offered. 

The fee schedule was submitted to the board by Dr. 
G. Dan Delprat, Chairman of the Fee Schedule Commit- 
tee, who stated that a majority of the committee had 
approved the schedule as revised. The fee schedule was 
distributed to the members of the-board for further study 
before final approval. 

The board was in receipt of a letter from the National 
Physicians’ Committee, indicating their desire to study 
the California Phyiscians’ Service plan. The board issued 
an invitation to N.P.S. to make such a study. 

The board was given a report by Mr. John Hunton, 
Executive Secretary of the C.M.A., on the activities of 
the Advisory Planning Committee of the C.M.A. This 
committee is. acting in an advisory capacity on political 
and economic matters. 

The C.M.A. Study Committee has held two meetings 
with representatives of C.P.S., in which a thorough dis- 
cussion of the beginnings and the history and develop- 
ment of C.P.S. was had. 


Dr. Alson R. Kilgore, former member of the Board of 
Trustees of C.P.S., was a guest of the board at this 
meeting. 


Cuester L. Coorty, M.D., Secretary. 


America is not to be made a polyglot boarding-house 
for money hunters of twenty different nationalities, who 
have changed their former country for this country, only 
as farmyard beasts change one feeding-trough for 
another. 

—Theodore Roosevelt, Speech, Bridgeport, Conn. 





CALIFORNIA AND WESTERN MEDICINE 


COMMITTEE ON MEDICAL 
ECONOMICS 


The American Way 


It’s the American way to throw tradition overboard 
whenever necessary to meet consumer demand for a good 
product, or create new markets for a better. Now Cali- 
fornia’s doctors propose to take full advantage of our 
National trait, and really “sell” better health on a pre- 
paid basis to the people of this State. 

The doctors, firmly convinced that the private practice 
of medicine is the American way to good health service 
for everyone, spearheaded the successful fight against 
compulsory health insurance at the last session of the 
Legislature. They were certain that State medicine, 
vigorously pushed by the C.I.O. meant poorer, not better 
health care for Californians, and danger fo continued 
progress in medical science. The doctors had their own 
answer to the need for prepayment of health costs—volun- 
tary health insurance. 

More than six years ago the California Medical Asso- 
ciation pioneered prepaid health protection through the 
California’ Physicians’ Service, by which people can pro- 
vide for sickness expense on a regular budget basis. The 
system has demonstrated that good medical service can 
be provided practically and economically without strangling 
patients or doctors in bureaucratic red tape. 

Now the doctors plan to utilize newspaper advertising 
in a State-wide campaign with two objectives: First, to 
uphold their conviction that voluntary codperation be- 
tween the medical profession and the public will assure 
higher standards of medical service than any politically- 
controlled scheme of State medicine; second, to bring the 
benefits of their own California Physicians’ Service to 
more people in the State. 

‘When doctors prescribe a selling job for themselves— 
that’s news. And if the job means better health for more 
people on a sound basis—that’s good news !—Orange 
News, September 20. 


California Medical Association Proposes to Promote 
Voluntary Health Program 


The California Medical Association, after pioneering 
the voluntary health insurance field for nearly six years 
with California Physicians’ Service, this week announced 
plans to launch a Statewide newspaper advertising and 
sales promotion campaign early next year to expand 
C.P.S. and other voluntary health insurance systems until 
coverage is available to people in every walk of life who 
want to provide for their medical and hospital care on 
a budget basis. 


Released simultaneously at the State office of the 
Medical Association in San Francisco and at a Los An- 
geles meeting of the Assembly Interim Committee on 
Health Care, the announcement quoted Dr. E. Vincent 
Askey, Speaker of the House of Delegates of C.M.A., 
as declaring : 

“We believe that within a period of a very few years 
the great majority of the people of our State; as a result 
of this program, will have their health needs cared for 
on a pre-payment basis.” 

Still just as vigorously opposed to compulsory health 
insurance, or any other form of government-controlled 
socialized medicine, the Medical Association made public 
a statement of principles on health insurance which de- 
clared: “The function of State governments should be to 
encourage voluntary health insurance programs but not 
regiment the patient and medical profession, or operate 
compulsory health insurance plans established by political 
means.” 
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Other basic points in the C.M.A. “statement of prin- 
ciples,” submitted to the Assembly Committee by Stanley 
Cochems, executive Secretary of the Los Angeles County 
Medical Association, included : 

“1. Any sound health insurance program should fulfill 
each of the following point: It is of primary importance 
that the people should be enabled to provide for the costs 
of illness on a regular budget basis during periods of 
good health and stable earning power, so that they may 
have medical-economic security. It is vital, however, 
that the distribution of costs should be undertaken in a 
manner which will still guarantee the finest possible 
medical care and which will prevent any deterioration in 
the quality of medcial service. 

“2. To serve the ultimate public interest any health in- 
surance plan must: (a) be voluntary and not compulsory 
in nature; (b) retain individual initiative in medical prac- 
tice, so that the incentive for further advance in scientific 
medicine may continue; (c) fully protect the freedom of 
choice, both of the patient in choosing a physician, and 
of the physician in choosing his community, type of prac- 
tice and professional procedures; (d) offer medical care 
in codperation with allied services against serious illness 
or injury; (e) offer participation a cost within the means 
of all employed persons and income-receiving families; 
(f) provide a fair reward to those rendering the service 
which will give continued stimulus to scientific medical 
development and sound medical practice.” 

When the campaign is launched early in 1946 to extend 
and expand California Physicians’ Service and other 
sound voluntary systems, display advertising will be used 
in every newspaper in California in an all-out drive to 
make the public “health insurance conscious’”—and to 
encourage the people to put their medical care on a budget 
basis—Los Angeles Star Press, September 29. 


Medical Care Goals 


Physicians of the United States are interested in ex- 
tending to all people of all communities the best possible 
medical care. They stress the necessity for extending to 
all corners of this great country the availability of aids 
for diagnosis and treatment, so that dependency will be 
minimized and independence will be stimulated. 


American enterprise has won the greatest war in the 
world’s history. Private enterprise and initiative mani- 
fested through research may conquer cancer, arthritis and 
other as yet unconquered scourges of humankind. Science, 
as history well demonstrates, prospers best when free 
and unshackled. Instead of socialized medicine, American 
doctors advocate a constructive voluntary program for 
the extension of improved health and medical care to all 
the people, as follows: 


Sustained production ‘leading to better living condi- 
tions. 

An extended program of disease prevention in every 
part of our country. 

Increased hospitalization insurance on a voluntary basis. 


Extension to all localities of voluntary sickness insur- 
ance plans with provision for the needy under principles 
already established by the American Medical Association. 

Medical care to the indigent by local authorities under 
voluntary insurance plans. 

A survey of each state by qualified agencies to estab- 
lish need for medical care. 


Federal aid to states where needed, to be administered 
by local agencies. 

Information that voluntary programs need not involve 
increased taxation. 


Continuous survey of voluntary plans for hospitaliza- 
tion to determine adequacy. 











November, 1945 


Discharge of physicians from armed services as rapidly 
as possible. 

Increased availability of medical education to young 
men and women. 

Postponement of revolutionary changes while 60,000 
medical men are in uniform to help preserve American 
democracy. 

Adjustments in draft regulation which will permit stu- 
dents to study medicine. 

Study of postwar medical personnel requirements of 
veterans’ hospitals, army, navy, and U. S. Public Health 
Service—Van Nuys News, September 17. 





California Compensation Refund 


State Compensation Fund Makes Big Refunder to 
Policy Holders 


More than $5,000,000 is now being refunded by the 
State Compensation Insurance Fund for excess premiums 
collected on 1944 policies, it was announced yesterday. 


The amount is one of the largest for any year since 
the fund was established in 1914, officials said. 


The fund operates on the basis of furnishing insurance 
at cost. After payment of full compensation benefits to 
injured workers and setting aside reserves for all benefits 
that may become due in the future for injuries that 
occurred under under these policies, the remaining sur- 
plus premiums are returned to policyholders. 

Joseph J. Gallagher, manager of the State Compensa- 
tion Insurance Fund, attributed the 1944 savings to “an 
effective program of safety engineering combined with 
complete service facilities and low operating costs.”— 
San Francisco Examiner, October 30. 


COMMITTEE ON HOSPITALS, 
DISPENSARIES AND CLINICS 


California Assumes Legal Power to Supervise 
All Private Hospitals 


The State Department of Public Health on Septem- 
ber 17, assumed supervisory authority over all privately- 
owned hospitals in California, in accordance with a 
statute submitted by Governor Warren and passed by the 
last Legislature. 


Governor Warren said the new legal authority to in- 
spect, regulate and license hospitals, “fills an obvious need 
in the protection of public health. 


The measure was recommended to the Legislature after 
‘Dr. William L. Halverson, State Director of Public 
Health, called the Governor's attention to the fact that 
“anyone could start a so-called hospital in a building en- 
tirely unsuited to the purpose, without adequate fire pro- 
tection, sanitation and other desirable features.” 


Warren said a scale of inspection fees provided in the 
statute will make the supervision self supporting. An ad- 
visory board of hospital administrators will work with 
the Health Department in administration of the new law. 
Appointed to the board were Paul T. Elliott, Presbyterian 
Hospital, Los Angeles; Dr. Charles R. Poitevin, Osteo- 
pathic Hospital, Long Beach; Charles A. Wordell, Chil- 
dren’s Hospital, San Francisco; A. A. Aita, San Antonio 
Community Hospital, Upland; and Dr. John C. Sharp, of 
Salinas, medical superintendent of Monterey County. 

Exempt from the supervision are hospitals operated by 
government, state, cities, counties or the University of 
California. Also excluded are hospitals operated by re- 


ligious sects who depend upon prayer or spiritual means 
of healing. 
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Los Angeles County General Hospital Advisory 
Committee Called in Death Inquiry 


Following an attempt by Supervisor Raymond V. 
Darby to revise regulations covering the labeling and 
handling of deadly drugs at the Los Angeles County Gen- 
eral Hospital, the Board of Supervisors on October 22, 
agreed to confer with the citizens’ lay advisory committee 
of the institution before any further action is taken. 

Dr. Robert Millikan is a member of the committee. 

Supervisor Darby’s effort to revise the present system 
of handling drugs at the hospital follows the recent death 
of 14-year-old Pauline Estrada at the institution, result- 
ing, it was asserted, from administration intravenously of 
a 20 per cent solution of chloride sodium instead of a 


normal saline solution by a resident in the osteopathic 
unit. 


Graduate Nurses Ask Pay Boost 


Registered graduate nurses of California will ask for 
an immediate 15 per cent salary increase, followed as 
soon as practicable by a five-day forty-hour week, the 
California State Nurses Association announced today. 

The request will be made to hospitals and other em- 
ployers of nurses. 

Miss Shirley C. Titus, executive director of the Asso- 
ciation, said that vacation allowances, sick leaves, health 
programs and similar practicse will be sought at the same 
time.—San Francisco Call-Bulletin, October 31. 





Blue Cross Plan 


New York, Oct. 29—General Omar Bradley, Veterans 
Administrator, has asked the American Hospital Associa- 
tion to consider the enrolling of all veterans and their 
families in the Blue Cross Hospital Service Plan, 200 
leaders in the system learned today as the Association 
opened its three-day fall conference—San Francisco 
Chronicle, October 30. 





Importance of Adequate Nursing in Hospitals 
(copy ) 
CaALiForRNIA Hosprrar 
1414 South Hope Street, Los Angeles 15, California 
Los Angeles, October 2, 1945. 
To the Members of the Attending Staffs: 


Last April you were advised that the hospitals in 
Southern California would increase the rate of pay to 
nurses and other employees, if such schedule was ap- 
proved by the War Labor Board. The War Labor Board 
at that time denied the application. The War Labor 
Board has now issued orders allowing certain increases 
under certain conditions, and, we are, therefore, institut- 
ing the rates effective as of September 30, 1945. We are, 
therefore, establishing, effective at once, a new room rate 
schedule for both The California and the Santa Monica 
Hospitals. The rates will be effective on all types of 
cases, both in wards and private rooms. 

We trust that this increase in the basic pay being paid 
in hospitals may encourage more workers. We are par- 
ticularly short of nurses and other professional workers, 
and unless we get some relief, it may be necessary to 
curtail admissions. Our present high percentage of occu- 
pancy has been very difficult to handle. The workers have 
been particularly coédperative in taking on extra assign- 
ments in order that the many sick and injured may be 
admitted to the hospitals. 


It has also come to my attention that many of our 
nurses are being offered positions in doctors’ offices and 
taken from our services. I have asked our Director of 
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Nurses to give me a list of doctors making arrange- 
ments with our nurses before consulting the Director of 
Nurses Office. If we are to maintain our present schedule 
of admissions and occupancy, we must have the full 
cooperation of physicians in keeping our professional 
personnel. We would, of course, like to be of service in 
furnishing needed employees, but this should be done as 
we would do it, by first consulting the department head 
in authority to see how the arrangement could be worked 
out with the least disturbance to our regular service. 


We also wish to emphasize that these new rates for 
ward cases will be less than the cost of service. These 
rates are only possible by spreading the cost between the 
private rooms and the wards. I also wish to announce 
that with these increases the hospital will always con- 
sider the economic status of the patient, if the physician 
will report the patients who have difficulty in paying the 
established rates, then such cases will be referred to the 
Social Service Department for consideration and an ad- 
justed rate when all factors are considered. 


We wish to thank you for your codperation. 
Very truly yours, 
Lutheran Hospital Society of Southern California, 


(Signed) Mr. Ritz E. HrerMan, 


General Manager. 


California Increases Tuberculosis Subsidy to Counties 
From $3.00 to $7.00 


Senate Bill 25, providing for increasing to $7 a week 
and extending the State subsidy paid to counties for the 
hospitalization of tuberculous patients, awaits only signa- 
ture by Governor Warren to become a part of the State 
health and safety code, amending sections 3300 and 3301. 
The bill has been passed by the Senate and Assembly 
and the Governor has until July 25 to act on the measure. 


Thirty years ago the State Legislature created the 
statute providing for a subsidy payment of $3 a week 
per patient to counties maintaining a tuberculosis ward 
or hospital [that conformed to standards laid down by the 
California State Board of Public Health, through its 
Bureau of Tuberculosis]. Despite a steadily increasing 
cost of hospital care, the subsidy was not increased until 
the present amendments were passed. 


At the beginning of the recently ended legislative 
session three bills, two in the Senate and one in the 
Assembly were introduced in the Legislature. The Cali- 
fornia County Supervisors’ Association and the Califor- 
nia Tuberculosis and Health Association were the spon- 
sors of the Senate bills, which also had the approval of 
the State Department of Public Health. Local tuber- 
culosis associations also were active in support of the 
measures. 


The Senate committee on public health and safety in- 
corporated the features of the bills into Senate Bill 25. 


“The 1945 Hospital Review” 
To Substitute for National Convention 


A series of publications containing data of both con- 
temporary importance and lasting interest to hospital ad- 
ministrators and the hospital-minded will take the place 
of the 1945 convention of the American Hospital Asso- 
ciation. Entitled in its entirety as “The 1945 Hospital 
Review,” the series will deal with current developments 
in hospitals’ problems and outlooks for the future. 

To be distributed early in October, the first of the 
series, “The Individual Hospital,” will be composed of 
three book sections and a preface. The book sections in- 
clude “Measuring the Community for a Hospital,” “Or- 
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ganization of Governing Board and Medical Staff,” and 
“Administrative Aspects of Hospital Construction,” all 
prepared by Dr. Warren P. Morrill, research director 
of the Association. The preface to these sections will 
contain contemporary definitions of the hospital in rela- 
tion to the physician, the trustee and the administrator. 
The definitions are being contributed by recognized 
spokesmen in these fields. 

Each of the three book sections has been submitted for 
criticism to more than thirty leaders in the professional 
fields. Pertinent comments thus gathered have been in- 
corporated into the text to afford two viewpoints on con- 
troversial subjects. Each of the book sections will be 
reprinted and sold as separate publications for distribu- 
tion in answer to requests. 

“Economic Issues Facing Hospitals,” treated in six 
book sections, will comprise the second in the series. Pub- 
lic leaders and officers and headquarters personnel of the 
Association will prepare material on economic issues fac- 
ing hospitals, U. S. Senate Bill 191, government payment 
for hospital care of indigents, care of the veteran in com- 
munity hospitals, the Blue Cross prepayment plans, and 
the Commission on Hospital Care. 

The third publication, “Activities and Business of the 
American Hospital Association,” will include addresses 
by the outgoing and incoming presidents, Dr. Donald C. 
Smelzer and Dr. Peter D. Ward respectively, in addition 
to reports of the Association’s bodies and a summary of 
its activities during the year. Transactions of the House 
of Delegates meeting will also be published in this third 
book. 

“Hospitals must prepare for a period of sweeping 
changes, as must enterprise of all kinds,” said Dr. Donald 
C. Smelzer, retiring president of the Association. “Prob- 
lems created by the war emergency are now changing 
into problems of readjustment; these will give way—per- 
haps during the next twelve months—to the longer-range 
problems of reconstruction. Never in the Association's 
existence has it been so important that hospitals have a 
current perspective to their problems—a 1945 perspective 
as taken in the American Hospital Association’s ‘Hospi- 
tal Review.’ ” 


American Hospitals 


In a recent issue of Survey Graphic, appeared an inter- 
esting article by Michael M. Davis on “The Legs of the 
Hospital Bed.”* Brief quotations from same follow: 


During the past seventy-five years, the population of this 
country has increased less than four times, Ninety-five 
per cent of the five billion hospital capital has been con- 
tributed on a non-profit basis by governments or private 
agencies or individuals. Here is big business without 
«stockholders or dividends. Local, state or federal govern- 
ments own and operate a third of the 6,600 hospitals, and 
have 1,350,000 out of the 1,700,000 beds. The government 
figure is swelled by 400,000 federal beds added since 140. 
State and local governments have largely preémpted hos- 
pital care for mental diseases and for tuberculosis. 


The non-governmental hospitals receive a larger propor- 
tion of the acute, short-term illnesses. For this reason ten 
million of the sixteen million hospital admissions last year 
were to non-governmental hospitals. These voluntary hos- 
pitals outnumber the governmental hospitals two to one. 
They are the typical American general hospital. Their 
boards of trustees, their auxiliary and financing commit- 
tees, draw community leaders in all large and most small 
cities. A third of them are under church auspices. 

Doctors in areas without community hospitals and city 
doctors who can’t get on community hospital staffs, have 
set up over 1,000 hospitals. These proprietary hospitals, 
however, are mostly tiny ones. They include less than 4 
per cent of all hospital beds and they are declining as 
community organization grows; but in some rural sections 
they still dominate. 


This will never be a civilized country until we expend 
more money for books than we do for chewing-gum. 
—Elbert Hubbard, The Philistine. Vol. xxv, p. 1. 
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Coming Meetingst 

California Medical Association. Session will convene 
in Los Angeles. Headquarters, Hotel Biltmore, 5th and 
Olive Sts. Dates of meetings: Tuesday, May 7-Friday, 
May 10, 1946. 

American Medical Association. The A.M.A. House of 
Delegates will convene in Chicago, Dec. 3-6, 1945. (See 
J.A.M.A., Sept. 22, 1945.) In 1946, at San Francisco. 


The Platform of the American Medical Association 


The American Medical Association advocates: 

1. The establishment of an agency of Federal Govern- 
ment under which shall be coérdinated and administered 
all medical and health functions of the Federal Govern- 
ment, exclusive of these of the Army and Navy. 

2. The allotment of such funds as the Congress may 
make available to any state in actual need for the pre- 
vention of disease, the promotion of health, and the care 
of the sick or proof of such need. 

3. The principle that the care of the public health and 
the provision of medical service to the sick is primarily 
a local responsibility. 

4. The development of a mechanism for meeting the 
needs of expansion of preventive medical services with 
local determination of needs and local control of admin~ 
istration. 

5. The extension of medical care for the indigent and 
the medically indigent with local determination of needs 
and local control of administration. 

5. The extension of medical care for the indigent and 
the medically indigent with local determination of needs 
and local control of administration. 

6. In the extension of medical services to all the people, 
the utmost utilization of qualified medical and hospital 
facilities already established. 

7. The continued development of the private practice 
of medicine, subject to such changes as may be necessary 
to maintain the quality of medical service and to increase 
their availability. 

8. Expansion of public health and medical services 
consistent with the American system of democracy. 

(Ed. Note.—Interpretative comments on principles in- 
cluded in the A.M.A. platform appear in CALIFORNIA AND 
WESTERN MEDICINE for December, 1939, on pages 394-395. 
For subsequent comment, see J.A.M.A., June 24, 1944, 
pp. 574-576. Also, August, 1945, CALIFORNIA AND WESTERN 
MEDICINE, pp. 61-62.) On p. 61 (C.M.A.) and p. 62 
(A.M.A.) 


Medical Broadcasts* 


The Los Angeles County Medical Association: 

In November, KFAC will present broadcasts on Satur- 
days at 10:15 a.m.: November 3, 10, 17 and 24. 

The Saturday broadcasts of KFI are given at 9:45 
a.m., under the title, “The Road to Health.” 
“Doctors at War”: 

For radio broadcasts of “Doctors at War” by the 
American Medical Association, see J.4.M.A. 


+ In the front advertising section of The Journal of the 
American Medical Association, various rosters of national 
officers and organizations appear each week, each list 
being printed about every fourth week. In CALIFORNIA 
AND WESTERN MEDICINE, some rosters appear in every sec- 
ond or third issue. 

*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged. 


Pharmacological Items of Potential Interest to 
Clinicians* : 

1. Bookish: C. W. Heath & Co. worked hard to de- 
scribe What People Are: A Study of Normal Young 
Men (Harvard Press, Cambridge, 1945, 141 pp., $2 and 
worth it). H. R. Raper’s Man Against Pain; The Epic 
of Anesthesia is well, popularly and vigorously written, 
with merely a few minor inaccuracies and questionable 
judgments (Prentice-Hall, N. Y., 1945, 337 pp., $3.50). 
A. R. Griffin makes hay Out of Carnage, retelling medi- 
cine’s contributions in war (Soskin, N. Y., 1945, 327 pp., 
$3). R. Caballero analyses Pasteur’s philosophical influ- 
ence (Pasteur: Estudio Integral de sus Obras el Hombre, 
el Filosofo, el Creyente, Univ. Nac. Litoral, Rosario, 
1945, 147 pp.). H. D. W. Smyth’s War Dept. report on 
the atom bomb is now available (Atomic Energy for 
Military Purposes, Princeton Press, 1945, 264 pp., $2, and 
full of basic information, so why talk of secrecy?). 
W. L. Laurence’s descriptions of the tests on atom bomb-' 
ing appear serially in N. Y. Times beginning Sept. 26, 
1945. R. N. Ironside & Co. offer Aviation Neuro-Psy- 
chiatry (Livingston, Edinburgh, 1945, 176 pp., 8s 6d). 
M. Sherman discusses Intelligence and Its Deviations 
(Ronald Press, N. Y., 1945, 286 pp., $3.75). J. M. Hunt 
writes on Personality and the Behavior Disorders (Ron- 
ald Press, N. Y., 1945, 2 vols., 1242 pp., $10). L. du Nouy 
offers Studies in Biophysics: Critical Temperature of 
Serum (56°) (Reinhold, N. Y., 1945, 183 pp., $3.50). 
K. A. Pederson reports Ultracentrifugal Studies on 
Serum Fractions (Almquist & Wiksells, Upsala, Sweden, 
1945, 178 pp., $2.5). R. Lillie wisely theorizes on General 
Biology and Philosophy of Organism (Univ. Chicago 
Press, 1945, $3). I. G. Macy and H. H. Williams cry 
over Hidden Hunger: Tragedy of the Unbalanced Diet 
(Cattell, Lancaster, 1945, 286 pp., $3). O. Temkin gives 
account of The Falling Sickness: A History of Epilepsy 
(Johns Hopkins Press, Balt. 1945, 380 pp. $4). K. 
Horney notes Our Inner Conflicts (Norton, N. Y., 1945, 
250 pp., $3). H. S. Mustard discusses Government in 
Public Health (Commonwealth, N. Y., 1945, 219 pp., 
$1.50). Have you discovered 19 year old Tommy Wadel- 
ton, Pfc., and his Silver Buckles on His Knee (Coward- 
McCann, N. Y., 1945), author of Army Brat, My Father 
is a@ Quiet Man, and Mother is a Violent Woman? Then 
there’s Joe Jackson’s Viking Portable Murder Book 
(Viking Press, N. Y., 1945, 570 pp., $2), if you’re inter- 
ested. 

2. Fascistish? Interesting proposals for Federal sup- 
port (and control?) of scientific research and education 
by V. Bush (Science: The Endless Frontier, U. S. Govt. 
Printing Office, Washington, 1945, 184 pp.), L. Chalkley 
(Science, 102 :289, Sept. 21, 1945), W. Kaempfert (N. Y. 
Times, July 22 and later), and Senators Magnuson, Kil- 
gore & Co. Is there danger of scientific orthodoxy by 
continued control of small eastern group of national 
scientific societies, scientific journals, and now of na- 
tional funds for support of scientific research and edu- 
cation. For English reaction note editorial on freedom of 
scientific intercourse (Nature, 156:215, Aug. 25, 1945). 


3. Schoolish: Stimulating symposium on medical edu- 
cation (Lancet, 2:225-237, Aug. 25, 1945). J. J. Izquierdo 


* These items submitted by Dr. Chauncey D. Leake, for- 
merly director of the University of California Pharmaco- 
logical Laboratory, now dean of the University of Texas 
Medical School, Galveston, Texas. 


253 





254 


confirms our finding of defects in premedic physics and 
chemistry training, and gives fine appreciation of W. B. 
Cannon (Gac. Med. Mex., 75:101, 132, 1945). Some 
medical students say what they think about medical 
schools (J. Asso. Am. Med. Coll., 20:296, 1945). 


4. Antibiotish: G. Lapage reviews recent reports on 
uses and limitations of penicillin (Nature, 156, 244, Aug. 
25, 1945). A. L. Barach & Co. find tablespoonful alu- 
minum hydroxide gives practical oral administration of 
penicillin (Science, 102:247, Sept. 7, 1945). J. C. Lewis 
& Co. find formaldehyde treated gramicidin loses hemo- 
lytic and toxic action but not antibiotic (Jbid., p. 274, 
Sept. 14, 1945). D. Perlstein and A. J. Liebmann an- 
nounce production of anti-penicillinase immune sera 
(Science, 102:197, Aug. 24, 1945). W. F. Elias & Co. 
bacteriostatic activity in human sera (Jbid., p. 223, Aug. 
31, 1945). 

5. Worthish: Note symposium on electroshock therapy 
(J. Nerv. Ment. Dis., 102:221-247, 1945). H. E. Malo- 
setti describes suboccipital encephalography (Anal. Fac. 
Med. Montevideo, 30:341-526, 1945). L. A. Surraco and 
J. Lockhart find IV injection of magnesium hyposulfite 
useful in causalgic symptoms of hot painful foot syn- 
drome (Jbid., p. 293). E. B. Astwood & Co. note rever- 
sible motor paralysis after repeated dithiobiuret (Science, 
102:196, Aug. 24, 1945). D. Nachmansohn and H. M. 
John find choline acetylating enzyme system in nerve 
axon and suggest relation to phosphate bond energy and 
nerve action potential (Jbid., p. 250, Sept. 1, 1945). O. W. 
Smith and G. V. Smith report a fibrinolytic enzyme in 
menstruation and pregnancy toxemia (Jbid., p. 253). H. 
Keil notes biochemorphology of Anacardiacease (Jbid., 
p. 279, Sept. 14, 1945). 


President-Elect Samuel J. McClendon Addresses 
Woman’s Auxiliary to the San Francisco County 
Medical Society——-On Tuesday, November 20th in 
the Headquarters Building of the San Francisco County 
Medical Society at 2180 Washington Street, at 1:30 P.M. 
Doctor Samuel J. McClendon, President-Elect of the 
California Medical Association, will give an address to 
the Woman’s Auxiliary. .His topic will be “General Medi- 
cal Trends and Legislation.” Members of the profession 
and their families are invited to attend the meeting. 
Further information may be obtained from the office of 
the San Francisco County Medical Society, Washington 
and Laguna Streets, San Francisco, telephone WAlInut 
6100. 


The American College of Radiology.—lIt is tenta- 
tively planned to have the next Annual Meeting of the 
College at the place of the 1946 convention of the Amer- 
ican Medical Association, probably on the Sunday prior 
to the week of the A.M.A. meeting. 


The place of the 1946 A.M.A. meeting has not yet 
been selected. No meeting will be held in 1945, The 
A.M.A. House of Delegates will meet in Chicago during 
the week of December 3. 


Highlight of the week will be a banquet, to be held 
in the Grand Ballroom of the Palmer House at 7 P.M. 
on November 8, under the sponsorship of the Commission 
on Public Relations, The occasion will commemorate the 
fiftieth anniversary of the discovery of the x-ray. 


President Lowell S. Goin, of Los Angeles, will preside. 
The principal speaker will be Dr. Robert S. Stone, Pro- 
fessor of Radiology at the University of California and 
a member of the staff of the University of Chicago which 
collaborated on the “Manhattan project” in development 
of the atomic bomb. Doctor Stone will speak on “Radiol- 
ogy. From Roentgen to the Era of Atomic Energy.” 
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West Virginia State Medical Association.—The 
seventy-ninth annual meeting of the West Virginia State 
Medical Association will be held at the Hotel Prichard 
in Huntington, West Virginia, May 13-14-15, 1946. 

(The next annual session of the California Medical 
Association will be held in Los Angeles commencing 
Tuesday, May 7, 1945 through Friday, May 10th. A four 
day session. Headquarters will be at Hotel Biltmore.) 


Plutonium Research Hinged on Cyclotron.—Lack 
of a large cyclotron, such as the one on the Berkeley 
campus of the University of California, may have been 
the factor which thwarted German scientists in their 
search for the secret of harnessing atomic energy. 

This is the statement of Dr. Charles D. Coryell, asso- 
ciate professor of chemistry on the Los Angeles campus 
of the University of California, who has been working 
on the atomic bomb project at Chicago and Oak Ridge, 
Tennessee, since May, 1942. 

Speaking at a University seminar, Dr. Coryell pointed 
out that the large cyclotron made possible certain studies 
of plutonium, the material eventually employed in the 
bomb dropped on Nagasaki. 


Men Get Tired—But Science Keeps Them Going. 
—Experiments involving volunteer “human guinea pigs,” 
including a 112-hour “insomniathon” last July, have suc- 
cessfuly minimized the fatigue of sleeplessness and sea- 
sickness of combat troops, the California Institute of 
Technology recently disclosed. 


Dr. David B. Tyler, Professor of Physiology who di- 
rected the tests, said military censorship still prevented 
disclosure of the techniques by which scientists were able 
to keep soldiers awake through long periods of combat. 


Nationwide attention was focused on the project last 
July when a dozen drooping conscientious objectors 
stayed awake for five consecutive days. They underwent 
constant physiological, psychological, and chemical tests 
on the effects of fatigue—San Francisco Chronicle, 
October 29. 


Malpractice Insurance Rates for Radiologists In- 
creased.—_While negotiations were in progress be- 
tween the American College of Radiologists and a large 
American insurance company for a special blanket mal- 
practice policy for Members and Fellows of the College, 
news was received last week of a sharp increase in 
premiums for the Lloyd’s of London policy now held by 
a large number of College members. Varying in desig- 
nated states, premiums for $25,000/$75,000 limits were 
raised from a fraction to more than 200 per cent in some 
states on renewals after October 1. 


Pending the execution of a blanket policy with the com- 
pany with which negotiations were being held, members 
were advised to consult local agents concerning protection 
in th event thy hold Lloyd’s policies which expire dur- 
ing the next six months, 


Established companies now give adequate coverage for 
radiologists at reasonable rates in a few states, such as 
Pennsylvania, New York, and Maryland. In others, rates 
have been almost prohibitive except under the Lloyd’s 
agreement, and in certain western states, even Lloyd’s has 
charged more than $300 for $25,000/$75,000 limits. Now 
the Lloyd’s premiums are being increased throughout 
North America. ° 


Uranium.—Prominent among the famous group of 
German apothecaries whose -work led to the identification 
of many of the elements was Martin Heinrich Klaproth 
(1743-1817), discoverer of uranium. According to the 
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History of Pharmacy, by Kremers and Urdang (J. B. 
Lippincott), Klaproth was outstanding even in this gifted 
group. His discoveries were not accidental but due to his 
extraordinary skill in analysis, both qualitative and quan- 
titative. Besides uranium, Klaproth is credited with the 
discovery of zirconium and cerium, and with verification 
of the elemental character of tellerium, strontium, titan- 
ium, chromium and yttrium. Most of Klaproth’s work 
was done in a small laboratory in his own pharmacy. 


Press Clippings.—Some news items from the daily 
press on matters related to medical practice follow: 


California Institutions Housing 5,944 Excess Patients 


Sacramento, Oct. 15:—(AP.)—California’s institutions 
for the insane, mentally defective and blind have an ex- 
cess population above normal capacity of 5,944 persons, 
an overcrowding of nearly 25 per cent, Director Dora 
Shaw Heffner, of the Department of Institutions, reported 
today.—San Francisco Chronicle, October 16. 


Another “Day” Proposed 


As if the calendar were not already heavily enough 
overloaded with special “days” dedicated to exhortations 
for people to eat more bread, wear bigger and better 
straw hats, add vitamin pills to the diet and do their 
washing with this or that brand of soap, a move is afoot 
to establish “officially” another special day. And what a 
day! A Senate joint resolution would authorize and re- 
quest the President ‘‘to issue a proclamation designating 
the 31st day of October of each year as National Arthritis 
Day.” ° 

We presume the purpose is to focus universal attention 
intensively on that disease on a designated day in the 
hope that greater gains could be made in preventing and 
curing that particular malady. And if the plan could be 
effective in overcoming that affliction, the logical pro- 
cedure would be to dedicate a special day for similar con- 
centration on every other disease. The result would be a 
bumper crop of hypocondriacs. 

By all means, research by qualified experts should con- 
tinue in the effort to curb arthritis, as well as all other 
maladies that add to human suffering. But such research 
can be carried on quite as well without nationwide con- 
centration on it once a year as it could if the public were 
to take such an officially proclaimed day seriously. 

It will be recalled that a few years ago the medical pro- 
fession itself established unofficially a Cancer Week in 
which all of us were supposed to give thought to the 
causes and symptoms of cancer and determine whether 
we were personally endangered. We cannot say whether 
there were any real cancers prevented by that promo- 
tional process, but we do know that thousands of imagi- 
nary ones were created by it. 

The medicos soon dropped their Cancer Week plan.— 
Burlingame Advance, October 8. 


Dr. Robert A. Peers, Resigned Mayor of Colfax 
Is Banqueted 


Colfax (Placer Co.), Oct. 8—Dr. Robert A. Peers, who 
resigned in July as mayor of Colfax, was the honored 
guest at a banquet held here last night attended by mem- 
bers of the city council, the Placer County Defense. Coun- 
cil and other city and county officials. 

The former mayor, who served on the city council for 
nearly 24 years, was presented with an embossed reso- 
lution by his former associates. Judge Lowell L. Sparks, 
in behalf of the defense council, of which Dr. Peers also 
was a member, presented him with a gift.—Sacramento 
Bee, October 8. 


Alcoholism Is Called U. S. Health Threat 


Chicago, Oct. 4.—(AP.)—Two medical writers declared 
today that “alcoholism in America is a serious national 
health problem,” estimating that there are 600,000 chronic 
alcoholic addicts, 2,000,000 heavy drinkers and 38,000,000 
“social drinkers.” 

Dr. Robert V. Seliger, psychiatrist at Johns Hopkins 
Hospital, Baltimore, and Victoria Cranford, psychothera- 
pist at a Cantonsville, Md., sanatorium, reported in the 
Journal of the American Medical Association: 

We understand the effects of uor national expansion, 
restlessness, heterogeneity, industrialism and _ historical 
growth on the incidence of alcoholism to be enormous, 
owing to mass and individual insecurity and change in 
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nearly all spheres of life plus uantity and quality of 
mobile living ... 

Mental illness, juvenile delinquency and criminality are, 
like alcoholism, partly derived from environmental situa- 
tions, and also, like alcoholism, they are on the increase. 
Society must assume its responsibilities on a realistic 
basis to help provide environments that do not tend to 
produce retarded or warped personalities.—Sacramento 
Bee, October 4. 


Modern Midwife 


Nurse midwives deliver about 1,200 babies each year 
in the United States. Graduate nurses with two years’ 
professional nursing experience, they still are compara- 
tively new among the thousands of licensed midwives in 
this country. Another 250,000 American babies a year 
are born with the aid of unlicensed midwives, who know 
all about old superstitions but little of modern hygiene. 
Of America’s yearly baby crop, 8.1 per cent get their post- 
natal spank from midwives. The southern states have 
the greatest number. The nurse midwife coéperates closely 
with a doctor, and usually delivers a baby only when a 


doctor is unavailable-——San Francisco Chronicle, Octo- 
ber 25. 


Strike Snags Medical Journal 


Chicago, Oct. 11.—(AP.)—For the first time in 62 years 
the Weekly Journal of the American Medical Association 
was not circulated today because of a Chicago commer- 
cial compositors’ strike. 

The Association said it was notifying its 110,000 sub- 
scribers that back issues containing material intended 
for publication during the strike would be issued when 
the walkout has ended. The Journal serves as an exchange 
of scientific information among members of the medical 
profession.—Los Angeles Herald and Express, October 11. 


State Medicine Deemed Remote In California 
by Physicians 


(“Christian Science Monitor’’).—The California Medical 
Association assumes that enactment of compulsory health 
insurance, which it vigorously opposed, has been warded 
off here for the immediate future, though government 
insurance for medical care has been pushed harder in 
California than in any other state. 

The Association believes that its own declaration of 
principles on this controversial question, plus its own 
voluntary medical insurance plan known as the California 
Physicians’ Service, will provide ample safeguards against 
possible revival of the issue in this State. 

The Association successfully combated two bills which 
came before the Legislature this year, and won both 
points by basing its attack on the assertion that regimen- 
tation of the public and of the medical doctors was pro- 
posed under a system of State medicine. 

The statement of principles adopted recently by the 
Council of the Association listed affirmatively the grounds 
for the Association’s opposition. 

A primary consideration in any system of budgeted 
medical care, the Council asserted, must be that there 
shall be no deterioration in the quality of medical service. 

Another point is that any system of medical care should 
be voluntary and not compulsory in nature. 

The medical doctors had the help of many groups, like- 
wise opposed to compulsory medical insurance, when they 
opposed the two proposed measures before the State 
Legislature this year. 

“Any sound health insurance program,” the Council of 
the Medical Association sets forth, “should fully protect 
freedom of choice, both of the patient in choosing a phy- 
sician and of the physician in choosing his community, 
type of practice, and professional procedures.” 

The function of the State, rather «han to compel uni- 
versal health insurance, the Council holds, should be to 
encourage voluntary health insurance programs such as 
its California Physicians’ Service, and “not regiment the 
patient and the medical profession or operate compulsory 
health insurance plans established by political means.” 

The Council of the Association recommends a codrdi- 
nated program on the part of all groups concerned with 
the problem of health or medical insurance. The Associa- 
tion’s speakers frequently have paid their respects to the 
religious organiations and veterans’ bodies which opposed 
the proposed compulsory legisiation on quite other grounds 
from those advanced by the medical profession. 

“The sanctity of the patient-physician relationship must 
be maintained,” also says the statement of principles, 
“and the method of providing medical care must not be- 
come enmeshed in bureaucratic red tape and a system of 
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tickets, coupons, questionnaires, and other political con- 
trols and delays.” 

The California Medical Association is a voluntary Asso- 
ciation composed of 7,827 doctors of medicine in Califor- 
nis, or about 85 per cent of the licensed and practicing 
physicians of the State. 

In 1939 it established the California Physicians’ Serv- 
ice to supply a prepayment method for insuring against 
excessive costs of medical care for the low-income groups. 

The Service now enrolls about 175,000 subscribers, ac- 
cording to Dr. Lowell S. Goin, immediate Past President 
of the Association, who was head of the organization and 
active spokesman for it during the legislative contest 
which continued for several months while the State Legis- 
lature was in session this Spring. 

According to Dr. Goin, the Physicians’ Service at pres- 
ent is enrolling about 10,000 new members each month. 
He expects that the entire membership of the California 
Grange, some 80,000 persons, will be enrolled for the 
voluntary medical insurance plan before long. 

There is no need today for any degree of compulsion in 
the matter of health insurance, if there ever was, the 
Medical Association holds. Any such need as may have 
existed, say its spokesmen, is diminishing rather than in- 
creasing. 

Dr. Goin, addressing the Medical Association with a 
farewell paper at the close of his term as Presidént, said: 
“Compulsory health insurance is an integral part of a 
social philosophy which looks to the submerging of per- 
sonal freedom in an all-powerful state.’’——Christian Science 
Monitor, October 1, 1945. 


DOT 


As an insecticide DDT (Dichloro Diphenyl Trichloro- 
ethane) is especially useful in combating bedbugs, mos- 
quitoes, fleas, lice, houseflies, and certain agriculturally 
important pest insects. Conflicting results have been ob- 
tained on its efficacy against certain species of ants 
(although affective against some), cockroaches, spiders, 
and ticks. It has no value when used against the chigger 
or poultry mite. 

The action of DDT on insects is slow but sure. It is 
usually several hours before it causes death in the mos- 
quito or housefly and 48 hours or longer in the bedbug. 
DDT is an insect repellent but is rather a strongly 
toxic agent. Its lasting effectiveness is dependent upon the 
persistent clinging of the chemical to a surface after the 
solvent has evaporated. 

A 5 per cent solution sprayed on screens, walls, ceil- 
ings, beds, and mattresses, if not washed off, will effectively 
destroy flies, bedbugs and mosquitoes for several months. 

DDT powder, 10-20 per cent in tale can be applied to 
the sleeping places of dogs and cats and to the fur of 
dogs to eliminate fleas. There is some danger in applying 
DDT to the fur of cats due to their custom of licking 
themselves. A water miscible powder 20 per cent (% Ib. 
per gal.) is effective when sprayed around chicken houses, 
horse stables, etc. 

In California DDT is considered and treated the same 
as any other new economic poison, and all the provisions 
of the Economic Poisons Article of the Agricultural Code 
apply. Labels must bear proper statement of ingredients 
and adequate directions for use including any necessary 
cautions. 

Pending development of information to the contrary, 
products containing DDT more than 1 per cent sold in 
California must carry the skull and cross-bones and the 
word “Poison” printed in red on white background, or 
vice-versa, and antidote as follows: 

Antidote: Call physician immediately. External—wash 
with soap and water. Internal—emetic of mustard. 

The next issue of the Bulletin wlil consider the toxicity 
of DDT.—Weekly Bulletin of the Department of Health, 
City of Los Angeles. 


DDT Toxicity 


Studies on the toxicity and potential dangers of DDT 
are in progress and the final word is not yet available. It 
seems evident that it is a relatively non-toxic substance 
when used with reasonable care. 

Toxicity experiments on animals reveal clinical evidence 
of central nervous system irritation, with tremors, irrita- 
bility, depression, and convulsions. Histopathologic studies 
in animals have shown a moderate subacute degeneration 
of the liver. 

Evidence seems to point to the various DDT solvents as 
being at time more toxic than the DDT itself. The inhala- 
tion of heavy concentrations of fine mists of kerosene or 
cyclohexanone (used as solvents) may cause irritation of 
the eyes and upper respiratory tract, headache, and loss 
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of equilibrium. Chlorinated hydrocarbons should not be 
used as solvents. Solution of DDT in fatty oils increases 
its toxicity to animals. Irritation of skin may result from 
heavy exposure due to the fat solvent properties of petro- 
leum distillates. 

Even though our knowledge of the toxic effects of DDT 
is, as yet, not complete, the health department feels that 
it should call attention at least to the following facts: 

1. DDT is tasteless, and in powdered form, especially 
when mixed with talcum powder, it bears a physical re- 
semblance to flour. It must. not, therefore, be stored along 
with food supplies. 

2. In spraying, care should be taken to cover food and 
household utensils. 

3. Many sprays containing DDT have a petroleum base 
solvent. Do not spray, therefore, near an open flame. 

4. Do not spray near fish bowls nor birds. 

5. Petroleum oil base products containing DDT (such 
as kerosene) may injure animals if sprayed on them. 
Powder containing DDT may be used for control of fleas 
and lice on dogs and certain other animals. It would 
appear, however, that such products should not be used 
on cats because of their tendency to lick themselves. 

6. Care should be taken to avoid long-term, heavy ex- 
posure to skin or respiratory tract, especially when a 
kerosene solvent is used. There is some evidence that long- 
term, heavy exposure to DDT itself may be cumulative. 

7. Allergic manifestations such as rash may occur in 
some individuals, due either to the solvent or DDT itself. 
—Weekly Bulletin of the Department of Health, City of 
Los’ Angeles. 


Doctor Strike in Argentina 


Buenos Aires, Oct. 8.—(AP.)—The wave of unrest 
against the Argentine military government threatened to 
spread to the medical profession tonight with members of 
the Argentine Medical Association announcing a general 
strike of doctors “already had been declared in principle.” 

The strike, Association members said, “can be ordered 
at any moment.” 

If the general strike is called, Association members re- 
ported, doctors will refuse to diagnose, prescribe or oper- 
ate except when necessary to save a life. 

Members of the Association said dentists and druggists 
were joining the movement. . . .—San Francisco Examiner, 
October 9. 


Doctor Stanley Will Assume San Quentin Post 


Warden Clinton T. Duffy of San Quentin yesterday an- 
nounced that Captain Leo L. Stanley, USNR, chief sur- 
geon at the prison before entering the Navy in January, 
1942, will return to his former post December 15. 

The doctor spent three years in the Pacific, part of the 
time as head of the Pearl Harbor Naval Hospital. Dr. 
Alex Miller of the prison’s medical staff has been acting 
chief surgeon during Dr. Stanley’s absence.—San Fran- 
cisco Chronicle, October 29. 


Fifty San Quentin Convicts Again Guinea Pigs for 
Plague Tests 


A second series of experimental inoculations of San 
Quentin Prison inmates—who volunteered as “guinea 
pigs” for tests of a new vaccine for use against bubonic 
plague—were begun on October 2, it was disclosed by 
Warden Duffy’s office recently. 

The first series of tests, last June 4, involved 50 volun- 
teers secured through the prison paper and over the Grey 
Network, the San Quentin radio. The inoculations were 
made by Dr. Karl Frederick Meyer, using a vaccine pro- 
duced by the Hooper Foundation of the University of 
California. 


Dr. Meyer said today that his experiments are still 
classified as a top military secret, so he could give out no 
details about them. He indicated, however, that many 
“interesting new things” are being learned about the con- 
trol of bubonic plague through them. 


The second series of tests also involves 50 San Quentin 
volunteers. They were chosen from a list which, according 
to prison sources, “swamped” Neumiller Hospital. 


“San Quentin has never failed to supply men for this 
type of experiment,” said Warden Duffy. 


The research work on the vaccine has been carried on 
by Dr. Meyer since January 3, 1942. 


Bubonic plague germs are carried by ground squirrels 
in the Western States and by rats in the Bay Area. Rat 
control has been of primary importance with the U.°S. 
Health Service and local health departments because of 
this fact. 
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The last human case of bubonic plague in California 
was reported in 1943.—San Francisco News, October 18. 


Sister Kenny in L. A. to Aid Film 


Los Angeles, Oct. 28.—-(INS.)—Sister Elizabeth Kenny, 
famed for her successful treatment of infantile paralysis, 
arrived in Los Angeles today for final conferences on the 
filming of her life story. 

The famed Australian nurse was greeted at the airport 
by actress Rosalind Russell, who plays the title rdle in 
“The Life of Elizabeth Kenny,’ and Dudley Nichols, who 
wrote the script and will produce and direct it. The film 
goes into production about November 5, at RKO.—San 
Francisco Examiner, October 29. 


Health Insurance Plan Is Osteopaths’ Topic 


A meeting of the Fresno County Osteopathic Society 
to discuss means of providing increased medical and hos- 
pital care through some compulsory health insurance plan 
will be held tomorrow at 8 P.M. in the office of Dr. Lynn 
W. Fawns in the T. W. Patterson Building, with Thomas 
C. Schumacher, executive secretary of the California 
Osteopathic Association, as the principal speaker.—Fresno 
Bee, September 27. 


MEDICAL JURISPRUDENCE?! 


Hartity F. Peart, Esg. 
San Francisco 


Hospitals: Liability for Injuries Sustained by Patient 
Falling or Jumping Through a Window 


A private hospital under established precedents is re- 
quired to exercise such reasonable care toward a patient 
as his known condition may require; and by a recent de- 
cision of the California Supreme Court it was held that 
this duty extends to protecting the patient from self-in- 
flicted injuries, either intentional or unintentional. 

In Wood vs. Samaritan Institution, 26 A.C.A. 782 (Au- 
gust 31, 1945), the plaintiff brought suit against the 
Samaritan Institution, a private sanitarium, for injuries 
sustained when she fell or jumped from a second story 
window of the sanitarium while entered as a patient to 
receive treatment for alcoholism. 

Before the trial court, the testimony was substantially 
as follows: For several years plaintiff had been addicted 
to excessive use of intoxicating liquor and on January 5, 
1943, she entered the defendant’s sanitarium for treat- 
ment. A practical nurse who was on duty in the sani- 
tarium at the time plaintiff entered, testified that plaintiff 
seemed drowsy and highly nervous and stated that she 
was afraid she was in an insane asylum. These facts were 
reported to. the nurses in charge and later the practical 
nurse found plaintiff purportedly scrubbing her floor at 
home. This was also reported to the nurses in charge. 
The physician employed by the sanitarium administered 
cretain drugs to plaintiff and on January 6, 1943, ordered 
sedatives and “physical restraint as required.” There were 
three large windows in plaintiff's room with double 
screens which could be pushed out in the center. There 
was no nurse on duty in plaintiff's room and she was 
not subjected to any restraint. On January 7, 1943, she 
was found lying on the cement courtyard beneath the 
window of her second story rcom suffering from the in- 
juries for which she sought damages from the defendant 
in this action. 

The trial court had granted the defendant’s motion for 
a non-suit at the conclusion of the plaintiff’s case which 
included the testimony outlined above, the court conclud- 


+ Editor’s Note.—This department of CALIFORNIA AND 
WESTERN MEDICINE, presenting copy submitted by Hartley 
F. Peart, Esq., will contain excerpts from the syllabi of 
recent decisions, and analyses of legal points and pro- 
cedures of interest to the profession. 
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ing that there was not sufficient evidence to allow the 
jury to pass on the defendant’s liability. The trial court 
ruled that, as a matter of law, the defendant was not 
liable under facts shown. On appeal to the State Supreme 
Court, this judgment was reversed, the higher court 
holding that the matter should have been submitted to the 
jury as plaintiff's case contained sufficient evidence to 
justify a finding that the defendant sanitarium had 
violated its duty to plaintiff to exercise reasonable care. 

The Supreme Court quoted the following rule from 
Corpus Juris Secundum: “A private hospital owes its 
patients the duty of protection, and must exercise such 
reasonable care toward a patient as his known condition 
may require. The measure of duty of a hospital is to 
exercise that degree of care, skill and diligence used by 
hospitals generally in that community, and required by 
the express or implied contract of the undertaking. A 
hospital is liable for want of ordinary care, whether 
from incompetency of a nurse or failure in duty by a 
fully qualified nurse... . The duty of care imposed on a 
hospital extends to safeguarding the patient from dangers 
due to mental incapacity. . . . On the other hand, a pri- 
vate hospital is not an insurer of a patient’s safety, and 
the rules as to care required are limited by the rule that 
no one is required to guard against or take measures to 
avert that which a reasonable person under the cir- 
cumstances would not anticipate as likely to happen.” 

In this case it was a question for the jury to decide 
whether in failing to place plaintiff in some form of 
physical restraint after notice of plaintiff’s actions, the 
sanitarium had breached the standard of care required 
of hospitals in such cases. 

The Supreme Court pronounced the rule that where 
“plaintiff’s evidence establishes that the means of harm 
were at hand (existent in the physical surroundings) and 
that defendant had notice or knowledge of facts from 
which it might be reasonably concluded that a patient 
would be likely to harm himself or others unless pre- 
clusive measures were taken, then defendant must use 
reasonable care in the circumstances to prevent such 
harm.” 


Oleomargarine 


With the advent of war there has been a considerable 
decrease in edible fats available for civilian consumption. 


.As a means for increasing the supply of solid edible fat 


to replace the decreasing amount of butter available for 
nonmilitary populations, margarine “has been increasingly 
emphasized. Aside from the fact that this food has been 
fortified to the extent of 9,000 international units of vita- 
min A per pound to compensate for its lack of this vita- 
min, much discussion has concernced the nutritional value 
of fortified margarine as compared with butter fat. Vari- 
ous economic interests have been injected into this dis- 
cussion, but only recently has objective evidence on the 
nutritional value of this fat been available... . 

Deuel and his associates studied the effect of different 
fats on fertility and lactation, since under these circum- 
stances the dietary requirements constitute a more 
stringent test of nutritional adequacy than does growth. . . 

The experimentalists in nutrition have shown that mar- 
garfhe may be substituted for butter fat with impunity in 
regard to growth, reproduction and lactation, provided 
the diet is nutritionally adequate. Of all the fat soluble 
vitamins, margarine is deficient in vitamin A, but this de- 
ficiency is made up by the fortification of the product 
with added vitamin A. This is a common procedure and 
most products on the market today are fortified in this 
way. The possibility of using margarine as a low cost 
fat may be of considerable importance in the feeding of 
the war seared population of Europe; it may also be 
used with safety in this country when a less costly edible 
fat is needed.—Editorial in J.A.M.A., July 21, 1945. 





CALIFORNIA AND WESTERN MEDICINE 


TWENTY-FIVE YEARS AGO?+ 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. XVIII, No. 11, November, 1920 


EXCERPTS FROM EDITORIAL NOTES 


Individualism in Medicine—The recent campaign in- 
volving the anti-health measures, brought out clearly cer- 
tain types of medical minds. No properly informed per- 
son had any doubts concerning the pernicious character 
of the first three proposed amendments and the propriety 
of the last, but they reacted in different ways. 

To those who threw their energies into the effort to 
protect human life and promote social betterment in this 
issue, we owe our thanks. 

There are those, however, who assumed an attitude of 
non-resistance. Their belief is that the public has a per- 
fect right to go unvaccinated if it choose so to do. That 
it will learn through experience the folly of its ways. 
They hold that a man who employs an uneducated and 
unsafe vender of cures takes his chances, and deserves 
what poor treatment he gets. . 


Malpractice—Indemnity Defense Fund—Some of our 
members apparently are still ignorant of the benefits and 
advantages which they enjoy or may secure by reason of 
their membership, particularly those relating to protec- 
tion from malpractice claims and actions. For their bene- 
fit we summarize here some of the basic facts. 

Any member who in the year 1920 keeps his dues fully 
paid in his County Society and the State Society, is 
thereby entitled in a meritorious case to the services of 
the Society’s Legal Department in protecting him from 
an unfounded malpractice claim or suit. This, of course, 
should the court or jury rule against him, does not pro- 
vide for the payment of such an adverse judgment. 


Council of Social and Health Agencies——There has 
just been formed in San Francisco a Council of Social 
and Health Agencies, which is designed to function as a 
clearing house for the relief and social problems of the 
city, and which should bear the same relation to municipal 
affairs that the State Conference of Social Agencies 
bears to State affairs. The objects of such a Council are 
(a) the promotion of real codperation among all the pub- 
lic and private health and social agencies, (b) the devel- 
opment of higher standards and the promotion of greater 
efficiency in social and health work, (c) the prevention 
of waste and duplication of effort, (d) to advise in the 
undertaking of new work by organizations already in 
existence and in the creation of new agencies, (e) the 
promotion of all necessary activities and the discourage- 
ment of all unnecessary ones. 


EXCERPTS FROM ORIGINAL AND OTHER ARTICLES 


From an Article on “Nasal Plastic Surgery,” by H. B. 
Graham, M.D., San Francisco—No one surgical fro- 
cedure is sufficient for any one pathological condition. 
Therefore, the more familiar a surgeon is with the vari- 
ous methods employed to gain a given result, the better 

(Continued in Front Advertising Section, on Page 20) 


+ This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association activities 
some twenty-five years ago. It is hoped that such presen- 
tation will be of interest to both old and new members. 

Historical reminiscences, papers and other archives will 
be welcomed by the C.M.A. Committee on History, to 
whom such should be sent. Address same to the Com- 
mittee’s Secretary, Dr. George H. Kress, Room 2004, 450 
Sutter. San Francisco 8. 
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Board Proceedings 


The Board of Medical Examiners held its Annual 
Meeting in Sacramento, October 15 to 18, 1945. At this 
meeting written examinations were conducted for the 
various groups under jurisdiction of the Board, petitions 
for restoration of revoked licenses were considered and 
legal hearings for the revocation of licenses were held. 


News 


“The Irwin Memorial Blood Bank at 2180 Washington 
Street (San Francisco) yesterday completed its program 
of expansion and invited wartime donors to continue their 
gifts of blood. With discontinuance of the wartime 
emergency Red Cross Blood Procurement Center, the 
Irwin Blood Bank will be the Bay Area’s chief source 
of whole blood, Dr. Curtis E. Smith, chairman of the 
blood commission of the County Medical Society, said. ..” 
(San Francisco Chronicle, Sept. 20, 1945.) 


“Tf a physician calls in a consulting physician without 
first consulting the patient about it, then the patient does 
not have to pay the second doctor. This opinion, reversing 
a judgment of Municipal Judge Ida May Adams, was 
handed down by Judges Hartley Shaw, Clarence L. Kin- 
caid and Edward T. Bishop of the Appellate Department 
of Superior Court. In the case Dr. Donald Cass was 
given a judgment of $100 against Jose Eymil, who con- 
tended he had never heard of the medical man until he 
received a bill from him. Dr. Cass charged that he had 
been consulted by Eymil’s attending physician.” (Los An- 
geles Times, Sept. 24, 1945.) 


“Dr. Rudolph von Urban, Monterey county’s outspoken 
exponent of sex education and an authority on connubial 
bliss, who claims American men are inexpert lovers, lost 
his job yesterday as county psychologist. Members of the 
Board of Supervisors, who declared they are frantic from 
complaints by taxpayers who resent Dr. von Urban’s sex 
talks before service clubs, declined to reappoint him... . 
Dr. von Urban, one-time associate of Freud, was the 
central figure two years ago in a battle instituted by an 
investigator for the State Medical Board who claimed 
the Viennese specialist was practicing medicine without 
a license. Dr. von Urban won the case.” (San Francisco 
Chronicle, Sept. 27, 1945, from Salinas press dispatch 
dated Sept. 26, 1945.) 


“A safe containing $300,000 in cash was found by 
police at the Guerrero Street home of Inez Burns, 57, 
released on $1,000 bail last night after her arrest on 
charges of suspicion of abortion. An elaborate suite, in- 
cluding three operating rooms, alleged to have been head- 
quarters of an abortion mill operated by Mrs. Burns, 
also was raided by police late yesterday. The suite, lo- 
cated at 325-7 Fillmore Street, has been raided three 
times in the past ten years and in each case Mrs. Burns, 
also known as Inez L. Brown, was implicated. In 1936 
she was declared the owner of $2,000 worth of property 
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+ The office addresses of the California State Board of 
Medical Examiners are printed in the roster on advertis- 
ing page . News items are submitted by the Secretary of 
the Board. 





